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Management of Early Prostatic Carcinoma 


ROGER W. BARNES, M.D., and DELMONT S. EMERY, M.D., Los Angeles 


THE SUCCESSFUL CONTROL of malignant neoplasms 
depends to a large extent upon early diagnosis and 
treatment. This is true of prostatic carcinoma 
whether radical extirpation or more conservative 
treatment is indicated. The patient who has an early 
cancer of the prostate has no symptoms referable 
to the malignant change. Therefore, if he does see 
his physician, it is for a general examination, or 
for the relief of symptoms which are not due to 
prostatic carcinoma, An important part of the ex- 
amination of every adult male is palpation of the 
prostate through the anterior rectal wall; only by 
so doing can more cases of prostatic cancer be dis- 
covered early in the course of the disease. When a 
hard nodule is palpated or when all or part of the 
gland is hard, malignant disease should be consid- 
ered present until proved not to be. 


Incidence of Prostatic Carcinoma 


Cancer of the prostate is common in men over 40 
years old. Franks* did serial sections of the prostate 
at coroner’s autopsies and found carcinoma in 29 
per cent of men in the fifth decade. The incidence 
increases with age. Hirst and Bergman® found car- 
cinoma by section of the prostate in 80 per cent of 
men between 90 and 99 years old who came to 
autopsy. 

A diagnosis of prostatic carcinoma is made by 
microscopic examination of the tissue in about 15 


From the Department of Surgery (Urology), School of Medicine, 
College of Medical Evangelists, Los Angeles 35 
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e It is important to make a diagnosis of pros- 
tatic carcinoma as early as possible, because 
early treatment gives the best results whether 
radical prostatectomy is done or endocrine ther- 
apy used. Open perineal biopsy is the most ac- 
curate method of making a diagnosis. Perineal 
needle biopsy or the newer approach of trans- 
rectal needle biopsy is probably about 75 per 
cent accurate in making a diagnosis. 

Ten-year survival with conservative therapy, as 
determined in a review of a series of cases, was 
50 per cent—about the same as that following 
radical prostatectomy ; but the patients with pros- 
tatectomy are clinically free of malignant dis- 
ease whereas the former are not. Radical pros- 
tatectomy is indicated in a few selected cases. 

The results from endocrine therapy begun 
immediately after diagnosis are significantly bet- 
ter than those from delayed treatment. Orchiec- 
tomy and estrogens promise a little longer sur- 
vival than estrogens alone. 


per cent of patients operated upon for the relief of 
prostatism.' Hudson’ did open perineal biopsy on 
300 unselected men and found prostatic carcinoma 
in 12.9 per cent in the fifth decade. Comparing 
these data with those obtained by Franks* in serial 
sections of the prostate (an incidence of 29 per cent 
in autopsy of men in the fifth decade), it is evident 
that about one-half of the cases of prostatic carci- 
noma are not diagnosed even by open perineal 
biopsy; more than half of those diagnosed by 
biopsy were detected by rectal palpation. 

It is probable, therefore, that evidence of pros- 
tatic carcinoma by rectal palpation is found in only 
about one-fourth of men who actually have the dis- 
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Figure 1.—Transrectal needle biopsy. A sound in the urethra holds the prostate dorsalward where it is more avail- 


able to the biopsy needle. 


ease. It is thus all the more important for men over 
50 years old to have a prostatic examination at 
least once a year, in order to discover carcinoma 
as soon as there is any change in the consistency 
of the gland. 


Diagnosis of Early Prostatic Carcinoma 


Screening test. The screening test for early pros- 
tatic carcinoma is palpation of the gland through 
the anterior rectal wall. Since only about one-half 
of hard nodules are carcinoma,’° it is necessary to 
confirm the diagnosis in order to treat the patient 
properly. 

Methods of biopsy. There is considerable differ- 
ence of opinion as to the relative value of different 
methods of biopsy. 

Open perineal exposure and removal of the nod- 
ule together with other sections from the gland is 
undoubtedly the most accurate method. It is indi- 
cated in patients who have a life expectancy of 
more than ten years, who are desirous of making 
every effort to eradicate the lesion, and in whom 
more simple methods of diagnosis have not been 
conclusive. 


Perineal needle biopsy has been found by some 
investigators to be approximately 70 per cent ac- 
curate,>!° but by others it is considered of little 
value? A report which is positive for malignant 
disease can in most cases be relied upon, but when 
no carcinoma is seen in the sections, further evalu- 
ation may be necessary. 


A new approach, the transrectal needle biopsy, 
offers more promise of accuracy than does perineal 
needle biopsy in diagnosing the nature of a pros- 
tatic nodule (Figure 1). It is simple to perform and 
can be done as an office procedure. The technique 
we have used is as follows: The patient is put on the 
table in the lithotomy position. The rectum is 
checked by finger palpation to see that it is clear 
of feces. An ounce of an antiseptic solution such as 
Vioform (iodochlorhydroxyquin v.s.P., Ciba) 3 
per cent Betadine (providone-iodine, Tailby-Nason) 
or Triophyll (tri-iodophynol, Schaeffer) is instilled 
into the rectum and allowed to remain ten minutes. 
A sound is passed through the urethra into the 
bladder and an assistant holds it in a position to 
displace the prostate dorsalward and outward to- 
ward the anal outlet. The gloved index finger is 
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TABLE 1.—Survival Rates in Series of Patients with Early Prostatic Carcinoma {Confined to Capsule, as Determined by Rectal Palpation) 


Following radical perineal postatectomy: 
Turner and Belt!4 


Following conservative treatment: 
Barnes and Emery (present study) 


No. of 10-Year No. of 
Cases Survival Rate Cases 


15-Year 
Survival Rate 


34% 
37% 


50% 11% 


White male population U.S.A. age 65—Metropolitan Life Insurance Co 60% 38% 
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passed into the rectum with a Silverman biopsy 
needle held snugly against the finger—the tip of the 
needle at the tip of the finger. As the finger and 
needle are introduced into the rectum, the point of 
the needle is against the finger and the bevel edge 
away from the finger. 

The suspected nodule or hard area in the prostate 
is palpated with the tip of the finger (its location 
having been previously determined by palpation 
without the presence of the needle against the fin- 
ger). The needle is then rotated a half turn so as 
to place its tip away from the finger and its beveled 
edge against the finger. This maneuver prevents 
sticking the tip of the needle into the finger. The 
needle is then inserted through the rectal mucosa to 
the nodule or hard area, but not into it. The ob- 
turator is removed and the bivalved biopsy obtu- 
rator is inserted through the needle and into the 
prostate. The bivalved obturator is then held sta- 
tionary as the needle is rotated and advanced about 
1.5 cm, The bivalved obturator is then removed 
from the needle and the small cylindrical piece of 
tissue taken from between its blades. 

Two or three pieces of tissue may be removed 
by reinserting the needle into different portions of 
the gland. We have performed 20 transrectal needle 
biopsies; no complications have thus far occurred 
except elevation of temperature for two days in two 
patients. The number of procedures is too small and 
they were too recently done for us to have any data 
regarding their accuracy, but it is our opinion that 
they are almost as accurate as open perineal biopsy. 

Open transrectal biopsy is advocated by some 
investigators,!* but in our hands there have been a 
few complications and the procedure requires hos- 
pitalization for from one to six days. 

Cytological study of prostatic fluid has not 
proven to be of definite value in making a positive 
diagnosis of prostatic cancer.” 

Serum acid phosphatase determination may be 
an aid in the diagnosis of bony metastasis, but is 
of no value for diagnosis in the early stages of 
prostatic cancer. 


Treatment 


Results of treatment. A perusal of the results of 
different methods of treatment is pertinent when 
deciding upon the best method to use. Five-year 
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survival statistics are not very significant, because 
few patients who have early prostatic cancer and 
are started on conservative treatment as soon as the 
diagnosis is made, will die of the disease within 
five years (3 per cent in our series). Ten-year sur- 
vival rates and the condition of the patients who 
live ten years or more are more enlightening. 
Among the latest reports of the results of radical 
perineal prostatectomy are those of Jewett® and of 
Turner and Belt,’ who report ten-year survivals 
of 37 per cent and 34 per cent respectively, when 
the carcinoma is confined within the capsule as 
determined by rectal palpation. These results are 
comparable with those in similar cases in our series 
which were selected because the neoplasm was ap- 
parently confined within the capsule as determined 
by rectal palpation. 

In an attempt to determine the results of con- 
servative treatment of early prostatic cancer, we 
selected for study from our files all cases which 
were judged to be early as determined by rectal 
palpation. The following criteria were used: 

1. Carcinoma evidently confined within the 
gland as determined by rectal palpation. 


2. Occult carcinoma—positive pathologic diag- 
nosis without clinical evidence of malignant dis- 
ease. 


3. Positive pathologic diagnosis of carcinoma 
either at the time of the first examination or later 
in the course of the disease. 


There were 38 cases which met these criteria and 
in which the patient was observed ten years or 
longer. Twenty-six of the patients had endocrine 
therapy from the time of the first examination; 12 
were seen the first time before the endocrine era 
and did not receive this therapy until later in the 
course of the disease. The ten-year survival of the 
entire group was 50 per cent. This survival rate 
compares favorably with the best that has been re- 
ported following radical prostatectomy. There is, 
however, one difference in the two series of cases 
which should be noted. In our patients who had 
conservative therapy, there was, at the time of last 
follow-up, clinical evidence of the presence of car- 
cinoma in approximately three-fourths of the pa- 
tients, whereas those reported by Jewett and by 
Turner and Belt were clinically free of cancer at 
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TABLE 2.—Deaths from Prostatic Carcinoma. Patients Having Delayed Endocrine Therapy Compared with Those Having | diat 
Therapy. When First Seen, All Patients Had Early Prodiatle Carchone Sateeeee 


5-Yr. Follow-up 


No. Died of 
Prostatic Cancer 


2 (12%) 


Delayed therapy 1 3%) 
‘oO 


Immediate therapy 


the time of last follow-up. The 15-year survival 
rate in our cases was 11 per cent. There is no re- 
port of 15-year survival following radical pros- 
tatectomy with which to compare this datum, but it 
is probable that the 15-year survival rate following 
radical prostatectomy would be better than that. 

According to Metropolitan Life Insurance Com- 
pany statistics the normal ten-year survival of all 
white males in the United States at age 65 (the 
median age of our group) is 60.1 per cent and the 
15-year survival is 38.6 per cent. (See Table 1.) 

Conservative and radical treatment compared. 
The data given above indicate that early cancer of 
the prostate is probably curable by radical pros- 
tatectomy. In order to be curable, however, it must 
be confined within the capsule. There is evidence 
that endocrine therapy controls the neoplasm con- 
tained within the capsule better than it controls 
cancer which has extended beyond the capsule.* 
Therefore, radical removal of the prostate is rarely 
if ever indicated unless the carcinoma is confined 
within the capsule. The practice of giving estrogens 
in order to soften and shrink the tissues, thus con- 
verting an inoperable prostatic carcinoma into one 
which can be removed, is mentioned only to be 
condemned.'* It can be controlled just as well if 
not better by endocrine therapy without operation. 
The amount of extension of cancer beyond the 
capsule is usually underestimated during rectal pal- 
pation.®!° Therefore it is probable that when the 
prostatic nodule is only slightly fixed, the malignant 
process has extended beyond the capsule and cure 
cannot be attained by radical operation. 

The indications for radical prostatectomy to cure 
prostatic carcinoma are as follows: 

1. Life expectancy of ten years or longer. 

2. Excellent surgical risk. 

3. Neoplasm confined within the capsule. 

4. Patient anxious to have radical operation to 
cure his cancer. 

Immediate as against delayed endocrine therapy. 
When the above criteria for radical prostatectomy 
are not met, endocrine therapy is indicated. The 
miraculous manner in which far advanced prostatic 
carcinoma usually melts away under endocrine ther- 
apy would at first blush seem to indicate that life 
might be extended as long by giving this treatment 
late in the course of the disease as by giving it 


10-Yr. Follow-up 


No. Died of No. 
Cases Prostatic Cancer Cases 


12 7 (58%) ua 
20 4 (20%) 7 


15-Yr. Follow-up 


Died of 
Prostatic Cancer 


10 (93%) 
5 (71%) 


early. In an attempt to shed light on this question, 
we compared the survival of two groups of patients 
who had early prostatic carcinoma when first seen. 
The patients in the first or delayed therapy group 
were initially seen before the endocrine era and 
had no endocrine therapy for at least three years; 
then they were given this treatment and it was con- 
tinued. The second or immediate therapy group 
were started on endocrine treatment as soon as a 
diagnosis of early prostatic cancer was made. Other- 
wise the groups were similar; the neoplasm was 
apparently confined within the capsule as deter- 
mined by rectal palpation. When they were first 
seen all patients had a positive pathologic diagnosis 
of carcinoma, and all were observed for five years 
or longer. The data are given in Table 2. There was 
a significantly higher rate of mortality from car- 
cinoma in the patients who had delayed therapy; in 
the ten-year follow-up, it was nearly three times 
greater than in those who had immediate therapy. 
From these data it is evident that endocrine therapy 
should be started immediately when a diagnosis of 
prostatic cancer is made. 


Orchiectomy. Nesbit and Baum’s statistics!’ show 
that the survival of patients who have prostatic 
carcinoma is about two years longer when com- 
bined orchiectomy and estrogen therapy is given 
than when estrogens are used alone. Orchiectomy 
should, however, never be performed unless a posi- 
tive pathologic diagnosis of prostatic carcinoma 
has been made, It is unwise to persuade a patient 
to submit to orchiectomy when he is definitely 
against it. 

1700 Brooklyn Avenue, Los Angeles 33 (Barnes) . 
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The Five Commandments of Ancient Chinese Medicine 


. The physician should respond to the call of all patients, high or low, rich or 
poor. He should treat them equally well, regardless of financial reward. Thus 
his profession will prosper and his conscience will remain clear. 

. The physician may visit a lady, widow or nun only in the presence of an 
attendant. Secret diseases of female patients should be examined and treated 
with a right attitude, and should never be revealed to anyone, not even the 
physician’s wife. 

. The physician should not ask patients to send pearls, amber or other valu- 
ables to his home for the preparation of medicines. The patients should be 
instructed how to mix the prescriptions themselves in order to avoid sus- 
picion. It is also improper to admire things that patients possess, 

. The physician should not leave his office for picnics and drinking. Patients 
should be examined punctually and personally. Prescriptions should be made 
according to the formulary. 

. Prostitutes should be treated like patients from good families; free service 
should be provided to the poor ones. Mocking should not be indulged in; 
this brings loss of dignity to patient and physician. After examination the 
physician should leave the house immediately. If the patient improves, med- 
icines may be sent, but the physician should not return for further reward. 


ALBERT FiE.Ds, M.D., Los Angeles 
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MEDICAL SOCIETY INITIATIVE in the original investi- 
gation of problems pertaining to disease prevention 
is somewhat rare. Seldom has initiative of this kind 
developed in such a way that the medical society 
sought the help of public health departments in a 
cooperative research project. This is a report of 
such initiative, such cooperation, and such a project. 


In 1955 the Child Welfare Committee of the 
Alameda-Contra Costa Medical Association decided 
to activate a program of community service in the 
field of child health. Since the sequelae of trauma 
are a leading cause of death among children after 
the first year of life, the Committee felt that pre- 
vention of some of the overwhelming numbers of 
injuries occurring consistently among the child 
population ought to be included in its scope. It is 
well known that a tremendous problem exists, but, 
as far as could be learned, too little definitive work 
had been done to give specific direction for produc- 
tive action. 

The Committee believed that research and educa- 
tion related to this problem, done concurrently, 
could be synergistic in action, During the early 
planning sessions it became apparent that a program 
with several interrelated objectives should be de- 
veloped. 


PLAN 


First, the interest of each member of the asso- 
ciation and the public was focused on the problem 
and the need to do something about it. This was 
done by letters to the membership, announcements 
in the medical society’s monthly bulletin and by 
enlisting the cooperation of the public press. Efforts 
were made to involve as many people as possible in 
the project—physicians themselves, by having them 
mail out information from their offices; office as- 
sistants by sending information to them for use in 
their offices; members of the medical auxiliary 
through use of their volunteer services in distrib- 


From the Child Welfare Committee, Alameda-Contra Costa Medical 
Association, and the Bureau of Maternal and Child Health, State 
Department of Public Health. 


Presented before the Section on Public Health at the 87th Annual 
en, é A California Medical Association, Los Angeles, April 
to 


62 


Childhood Accident Prevention 


Program and Statistical Survey by a County Medical Society 


B. OTIS COBB, M.D., Martinez, J. HAROLD WILLIAMS, M.D., 
and LESLIE CORSA, JR., M.D., Berkeley 





e A study of childhood accidents was begun by 
the Alameda-Contra Costa Medical Association 
to determine the incidence of various kinds of 
accidents, the causes and possible means of pre- 
vention. Hospitals, the State Department of Pub- 
lic Health and county and city health depart- 
ments gave willing assistance when their aid was 
sought. 

Data gathered thus far have served to better 
identify the problems and can be used to set 
priorities for various phases of future study. 


uting material; members of some service clubs in 
the same way. 

Second, we instituted a public education cam- 
paign through wide distribution of pertinent knowl- 
edge derived from many sources. Distribution was 
made primarily in the form of leaflets to be used as 
enclosures by physicians with their monthly state- 
ments. The text for these leaflets was worked out in 
committee and was related to specific problems such 
as aspirin poisonings, burns and garage injuries. 
Other medical societies, schools and industrial con- 
cerns asked for supplies of these leaflets for distri- 
bution. Approximately 500,000 copies were distrib- 
uted, Other pamphlet material was made available 
for distribution by physicians in their offices. This 
plan offered a concrete way for physicians to dem- 
onstrate to their patients and to the public at large 
their interest in preventive medicine of this type. 

Third, the need for greater detail regarding the 
numbers, kinds and causes of injuries to children 
was obvious. Our committee is composed of 24 
practicing physicians, all of whom have special 
interests in pediatrics. Even with so many interested 
doctors, we realized that the job required more than 
our part-time participation as committeemen, It 
became important to explore sources of assistance 
beyond the facilities of our medical association. 
When we asked the California State Department of 
Public Health to join us in the research phase of 
this activity, we found that it was vitally interested 
and was already doing some work in accident pre- 
vention. The result is the present statistical study 
of the frequency of selected injuries among all the 
children of Alameda and Contra Costa counties. 
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Recognizing that definition of accident is difficult, 
we limited attention to medically attended injuries 
of children under the age of 15 years, particularly 
those receiving medical attention at hospital emer- 
gency facilities, Twenty-three hospitals in Alameda 
and Contra Costa counties agreed to cooperate by 
filling out a simple card on each child seen for 
injuries in the various emergency rooms. This is 
virtually complete reporting by hospitals who admit 
children in such circumstances. Only two small 
hospitals did not participate. After 14 months of 
preparation and pilot operation, this system began 
full operation on January 1, 1957. 

Each hospital completes a precoded-marginal- 
punch card for each child admitted in the circum- 
stances described and mails the accumulated cards 
every few days to the medical society, where they 
are assembled and forwarded to the Health Depart- 
ment for epidemiologic analysis, The medical asso- 
ciation staff also handles the distribution of the 
necessary materials to the hospitals. Throughout 
1957 a “score card” showing the data gathered was 
mailed weekly to each participating hospital, to each 
newspaper in the two counties, and to other inter- 
ested groups. This seems to have kept the hospitals 
aware that the result of their work was not gather- 
ing dust for some far away day, but was actually 
being used and was on the way toward further 
analysis, The hospital cooperation in this enterprise 
has been superb. 


RESULTS 


It has turned out that we developed the largest 
childhood accident reporting system in the United 
States, The magnitude of the problem is reflected 
well in the 27,623 cards that were returned from the 
hospitals during 1957: Statistically the number rep- 
resents a trip to emergency facilities for care by one 
child in every 13 in Alameda and Centra Costa 


counties. For two weeks in October, the emergency 
room reporting was supplemented by physician- 
office reporting to provide an estimate of total medi- 
cally attended accidents to children. It appears that 
about 50 per cent of children medically attended 
for trauma receive care outside of emergency facili- 
ties. The resulting estimate of 153 medically at- 
tended injuries per 1,000 children under age 15 per 
year is below the estimate of 226 obtained by the 
1954-55 California Health Survey. 

The principal types of accident and of injury are 
listed in Table 1. One-third of the children were 
injured by falls, 19 per cent were hit by objects, 9 
per cent ingested potentially harmful substances, 6 
per cent were bitten by dogs, 6 per cent were auto- 
mobile accident casualties, 3 per cent stepped on 
nails and 2 per cent were caught in slamming doors. 
The principal types of injuries included 2,136 poi- 
sonings, 2,050 fractures, 880 head injuries, and 781 
burns, as well as many thousands of lacerations, 
abrasions, contusions, and sprains. Data on the 
kinds of accidents that caused death showed that 
automobile casualties predominated in this category 
(Table 2). 

Sixty-two per cent of the accidents occurred in 
boys, the preponderance rising steadily with age. 
The seasonal distribution showed a decided increase 
during spring and summer, with the lowest frequen- 
cies in mid-winter. Sixty-five per cent of the acci- 
dents occurred at home, 13 per cent in streets and 
only 5 per cent at school. The frequency of hospital- 
ization varied from 1.3 per cent for sprains and 
strains to 20 per cent for head injuries (Table 3). 

As to the kind of accident, important differences 
appeared between the two counties in the survey. 
For instance, one area with a population of ap- 
proximately 180,000 showed a rate of poisoning 
among children that was twice the rate in other 
areas. Such variables as age distribution and private 


TABLE 1.—Alameda-Contra Costa Medical Association Child Injury Survey, 1957 
Type of Accident by Type of Injury 


Abrasion 


and 
Contusion Burn 


4,302 781 
657 
582 
736 


Type of Accident Total 


1,291 
2 


2 

Hit by, against 753 

Ingestion a 

Stepped on 69 
21 


Strangling or suffocation — 
146 


64 


Type of Injury 
Sprain 


Not 
Stated 


1,759 
132 


Lacera- Poison- 
tion ing 


10,072 
222 


Head 
ture Injury 


2,050 880 
122 3114 
436 


83 466 


Frae- 
Other 


4,292 
258 


— 540 563 
26 110 35 
2 1 

832 657 282 
5 2 
-- 17 3 
485 97 

377 132 

647 265 

13 5 

959 66 

222 176 


or 
Strain 


1,351 
35 


nN 
_ 
w 
On 


? 


4,096 
4 


1,385 
1 

1 
216 


ISelllllel 


-- 425 

1 _ 1 
131 32 993 
110 20 602 


~ 
oor 


Source: Accidents reported to emergency units of 23 hospitals in Alameda and Contra Costa Counties. 
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TABLE 2.—Accidents Causing Deaths in Children under 15 Years 
of Age, Alameda and Contra Costa Counties 


Alameda and 
Contra Costa 








Cause Counties* 
All accidents, total (E800-E962) f.................-....----0-+ 69 
Transport, total (E800-E866) ....................-.---.-00++- 23 
Motor vehicle (E810-E835) ................---.--.0-0-000-++ 21 
Involving pedestrian (E812, E830)................ ll 
Involving pedal cyclist (E813, E831) ............ 3 
MDUTROE SNOROT WRINCNO aca nace a sseen en anescerecenneees z 
Other transport (E800-E802) ...........................-.. 2 

(E840-E866) 


Non-transport, total (E870-E936) ....................-.-.-- 46 
Poisoning by solids and liquids (E870-E888).. 2 





Poisoning by utility gas (E890) 1 
I ND 5 
Fire and explosion (E916) ..................-.....-0-0-++- 9 
Hot substances, corrosive liquid and steam 
as a 


NIN IN oo anette 2 
Obstruction and suffocation by food (E921)... 4 
Obstruction and suffocation by other objects 





I 5 Sets Ba aaa Peta 
Mechanical suffocation while in bed or cradle 

SU ere ed ks 7 
NPUNPOIINIINS MIO oases ccs ca coce sent ctmsnsepenaccants 8 
Other non-transpo 


rt 
Other and unspecified (E940-E962) ........................ 


“Five-year average 1953-1957. Source: State of California, Depart- 
ment of Public Health, Death Records. 


+Numbers in parentheses are Sixth Revision International List 
numbers. 








TABLE 3.—Incidence of Kinds of Accidental Injuries Requiring 
Hospitalization of Children under 15 Years of Age 





Type of 
Principal Number Per Cent 
Injury Total Hospitalized Hospitalized 
Total, all types............ 27,623 1,256 4.5 
Head injuries .............. 880 178 20.2 
EROUNEOS ieee case cecei-.c- 2,050 389 19.0 
el la lee 781 58 7.4 
POOIRSS asc 2,136 143 6.7 
Apresons ...............:.. 2,250 69 3.1 
Foreign body in eye 254 7 2.8 
Contusions .................. 2,052 49 2.4 
Lacerations ................ 10,072 149 1.5 
Sprain/strain ............ 1,351 17 13 
a 4,038 148 3.7 
Peet ainted ................:... 1,759 49 2.8 








care utilization do not appear to account for this 
striking difference, nor are there different ingested 
substances involved. One area had a particularly 
low rate of children being struck by automobiles. 


FUTURE 


Interesting as these figures are, they do not by 
themselves tell us much about why casualties occur, 
or how they may be prevented. We believe that the 
greatest need in this field today is development of 
reliable knowledge of causation, and believe that 





this is best achieved by studying homogenous types 
of injuries separately, much as we study and control 
different specific types of infections in different 
ways. 

To this end, we are participating in a series of 
studies of specific types of injuries, beginning with 
ingestion of potentially poisonous substances. From 
our reporting system, we soon found (as have the 
poison control centers in Chicago, New York, and 
other places) that childhood poisoning occurs with 
highest frequency during the exploratory ages of 
one to three years, somewhat more in boys than 
girls. We noted also that poisoning usually occurs 
at home and that the ingested materials are pre- 
dominantly drugs. Our next step was to make an 
intensive study of the circumstances leading to each 
poisoning. For this we used home interviews with 
the families by a public health nurse from the Ala- 
meda County, City of Berkeley or Contra Costa 
County health departments. Five hundred poison 
cases were studied in this fashion during last De- 
cember, January and February. At the same time, 
500 similar families who had not recently experi- 
enced a childhood poisoning were interviewed to 
determine, among other things, whether their family 
practices in having or storing poisons in the home 
differed, and whether there were other differences 
in the behavior of these children or parents. This 
information is now being analyzed. 

The goal of such research is to provide more 
effective tools to use in prevention. Thus far our 
one-year study has produced what appears to be a 
reliable base-line of data which has several applica- 
tions. By ‘describing an important part of the child- 
hood accident problem in a known population, it 
provides a rational basis for determining priorities 
for action. By identifying individuals with specific 
types of accidents, it makes possible significant 
studies of causes and prevention. By continuing, it 
will tell us whether any preventive actions in the 
future actually do reduce the frequency of injuries 
in these counties. 

The relationship among the Alameda-Contra 
Costa Medical Association, the State Department of 
Public Health, and the health departments of Ala- 
meda County, Berkeley and Contra Costa County 
and the reporting hospitals has been a gratifying 
alliance. Our Child Welfare Committee hopes this 
project, as an example of medical leadership in a 
broad problem which cuts across many aspects of 
family and community life and involves many other 
disciplines, sets another standard for medicine’s 
concern with community health. 

3361 Clayton Road, Concord (Cobb). 
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Laminectomy for Herniated Intervertebral Disc 


MARK B. STERN, M.D., Chicago, and 
HOWARD A. MENDELSOHN, M.D., Los Angeles 


THIS COMMUNICATION is a report of a study con- 
cerned with the validity of diagnosis and the short 
term results of the surgical treatment of the syn- 
drome referred to as herniated intervertebral disc. 

The 59 patients embraced in the study were surgi- 
cally treated at the Cedars of Lebanon, a voluntary 
general hospital of approximately 500 beds, in a 
period of two years, 1956-1957, The operations were 
done by nine staff orthopedists, and there were vari- 
ations in the surgical techniques employed. The nine 
staff orthopedists performing all the laminectomies 
during the period made up one-third of the ortho- 
pedic staff of the hospital. 

All statistical data used in this study was obtained 
from hospital and office records; objective confirma- 
tory evidence of disease is not available. Further- 
more, all follow-up studies of these patients were 
conducted by the operating surgeons, and evidence 
of relief of symptoms is also on the basis of hospital 
and office records. 

In the study attention was given to age, sex, dura- 
tion of symptoms, precipitating factors, the fre- 
quency of certain signs and symptoms, results of 
myelographic and electromyographic studies, the 
site of the lesion and the postoperative follow-up 
ranging from six months to two years. 

All the patients received conservative treatment 
for varying periods before operation. Conservative 
treatment as mentioned in the history of the present 
illness, consisted of the following regimens: Bed 
rest, traction, physical therapy, local xylocaine and 
hydrocortone infiltrations, manipulations and use 
of body casts and body braces. 

The age range of the patients was from 21 to 67 
years. The great majority (52 per cent) were be- 
tween 30 and 49 years of age (Table 1). Most of 
them were healthy and active, but six had had back 
pain intermittently from four to eight years. There 
were 32 men and 27 women. The duration of symp- 
toms ranged from four days to eight years (Table 
2). In all cases the onset was characterized by an 
acute phase, and in all cases but one the symptoms 
were reported as having been relieved temporarily 
by conservative therapy, but one or more recur- 
rences followed. 


Presented before the Section on Orthopedics at the 88th Annual 
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e In a study of 59 patients surgically treated by 
various surgeons for relief of herniated lumbar 
intervertebral disc accompanied by symptoms 
that persistently recurred or had become resist- 
ant to conservative therapy, it was noted from 
review of hospital and office records that lami- 
nectomy either greatly relieved or entirely abated 
symptoms in 83 per cent of the cases. 
Postoperative complications reported by the 
surgeons who did the operations consisted of one 
death and five wound infections. Contrast mye- 
lography and electromyography, used in almost 
all cases in the series, appeared to be valuable 
adjuncts in the diagnosis of herniated lumbar 
intervertebral discs. The most common site of the 
lesion in this series was between the fourth and 
fifth lumbar vertebrae. Strain upon lifting was 
the most commonly reported precipitating factor. 


The precipitating factor (Table 3) was a lifting 
in fourteen cases, injuries received in automobile 
accidents in seven cases, and injury due to a fall in 
eight cases. There was no reported precipitating fac- 
tor in 28 cases. 


TABLE 1.—Age of Patients Operated on for Relief of Herniated 
Intervertebral Disc 


No. Patients 


TABLE 2.—Duration of Symptoms Before Operation in 59 Patients 
Treated for Intervertebral Disc Herniation 


No. Patients 


0 to 6 months 
7 to 12 months 
2 to 3 years 
4 to 5 years 
6 to 7 years 
8 to 9 years 


TABLE 3.—Precipitating Factor in 59 Cases of Herniated 
Intervertebral Disc 


No. Patients 
Lifting injuries 
Auto accidents 


Twisting 
Not known 

















TABLE 4.—Incidence of Various Symptoms in 59 Patients with 
Herniated Intervertebral Disc 


No. Patients 


NNR ota assoc vn hash coshvccnlccnensioes 59 
Pain radiating down both legs..................2......-.:e0--0+000+= 7 
Pain radiating down one leg......................---:-:-s0sss0-seseseeeee 46 
I ea re age i eee ee, 27 
eee re eee sete ese aioe 19 
IRN a ed 6 
Weakness of affected extremity............................ccsce0--000 9 
UN re cre ht 21 
Increased pain on cough or sneeZe..................:---0-+0-0-00+0- 15 
Increased pain on standing or sitting.......................0..0-0 12 


The symptoms which were found to be most con- 
stant in this group of 59 patients were: Low back 
pain, radiation of pain to the leg and sensations of 
hypesthesias, hyperesthesias and weakness. 

Low back pain was present in all patients and 
varied from a severe, sharp, stabbing pain to a dull 
ache. The pain was present constantly and was re- 
lieved to varying extents in 47 patients (80 per cent) 
by recumbency in a comfortable position, In five of 
the patients (8 per cent) the pain was described as 
originating in the leg or ankle and radiating to the 
low back. 

Pain radiating to the leg was present in 53 of the 
59 cases. In seven cases the pain began in the low 
back region and radiated to both legs. In the re- 
maining 46 cases the pain radiated down one leg, 
the left leg more frequently than the right (Table 
4). In 52 of the 53 cases the pain was felt in areas 
corresponding with the distribution of the sciatic 
nerve, but in one case it only radiated along the 
lateral side of the thigh on the affected side. The 
pain in the low back region did not radiate in six 
patients. The pain was increased by coughing or 
sneezing in 15 patients and by sitting or standing in 
12 patients. Paresthesias of the affected extremity 
were described by 21 patients and weakness of that 
extremity by nine. 

The physical signs which were found to be most 
constant as noted in the records of these patients 
were: (1) Pain on straight leg raising, (2) loss of 
deep tendon reflexes, (3) a mild sensory loss and 
(4) limitation of flexion and extension of the trunk. 
Pain on straight leg raising on the affected side, the 
most common physical sign, was present in 56 of 
the 59 patients. A mild sensory loss was present on 
the lateral aspect of the calf on the affected side in 
25 patients. This defect was mainly a diminution in 
the sensation of pin prick and a decrease in the 
ability to distinguish between sharp and dull stimu- 
lation. Loss of deep tendon reflexes in the painful 
extremity was present in 35 cases. Twenty-one of 
the 35 patients had decidedly diminished ankle jerk 
on the affected side, nine had pronounced decrease 
of knee jerk on the affected side, and in five others 
both the knee and ankle jerk in the affected extrem- 
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TABLE 5.—Results of Myelograms in Patients 


TUMIIIER: DOPIONIOER 2. cesi ccc ceen nckscctcccssccotsnncbsce 55 
RINE Fe coe ecstatic aus iceceee 49 
NIN ee ee ke ee tt Aiki 4 
NMR el sk aaa hse nnernsseisaaes 2 
II pence te he he ee 4 





ity were diminished. There was demonstrable exten- 
sor hallucis longus weakness in 13 cases, Limitation 
of extension and flexion of the trunk because of pain 
was present in 25 cases and was associated with 
muscle spasm which was described as grossly visible 
or easily palpable. 

The increasing use of contrast myelography and 
electromyography as corroborative evidence in the 
diagnosis of herniated lumbar intervertebral discs 
is well documented in this series (Table 5). Fifty- 
five myelograms were done and of these 49 were 
read as showing positive lesions while only four 
were considered equivocal. There were two patients 
who had myelograms that were interpreted as nega- 
tive but in whom herniated lumbar discs were ob- 
served at operation. In four cases myelography was 
not done. Electromyography was performed in 15 
cases, and in 14 of them the results were suggestive 
of irritation or compression of the nerve root at 
the suspected level. 


The site of the herniated lumbar intervertebral 
disc as reported by the surgeon was between the 
fourth and fifth lumbar vertebrae in 39 cases, be- 
tween the fifth lumbar and the first sacral in 20 
cases. In six cases there were lesions at both sites. 


All of the patients had conservative therapy for 
from oné week to one year and in some cases inter- 
mittently for many years before operation was done. 
Most of the patients, as stated before, had relief of 
symptoms upon conservative therapy, then recur- 
rence. In most cases the attending surgeon recorded 
his impression that he had resorted to operation 
because conservative treatment had failed. 


All the patients had laminectomy and 14 of them 
also had an arthrodesing operation at the same time. 
In four cases there was revision of a previous “un- 
stable fusion.” In all cases the operating surgeon re- 
ported that evidence of derangement of the inter- 
vertebral disc of some type was visualized at opera- 
tion. 


At the time of discharge from the hospital ail of 
the patients were reported as being relatively symp- 
tom-free. However, most of them had had a mild 
recurrence of low back pain within the first six 
months after operation, which was said to have 
been relieved by conservative measures. A year 
after operation the patients could be classified as 
being either symptom-free or having intermittent 
recurrences of low back pain. A more specific an- 
alysis of the two groups follows, 
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Thirty-three of patients still had varying degrees 
of low back pain. (One of the patients died post- 
operatively.) Lest the data be misleading, a further 
division into three groups was made: (1) Those 
who had no improvement after operation, (2) those 
who had a large measure of improvement after op- 
eration but still had occasional mild low back pain 
or related symptoms, and (3) those who had no 
symptoms at all and were considered “cured.” In the 
first group there were ten patients. One of them was 
a narcotic addict undergoing psychoanalysis, two 
were persons with pending compensation cases, three 
had reinjured their backs one or more times after 
operation. 

The second group was made up of 23 patients, 
all of whom had mild recurrent low back pain. Two 
of them obtained relief of the pain by wearing a 
back support. In one, relief is obtained by local sub- 
cutaneous injection with xylocaine, and in the other 
20 all forms of conservative treatment were used in 
order to bring the patient some relief from his 
symptoms. 

In the third group—those who were symptom- 
free within a year—there were 25 patients. Thirteen 
of them were entirely asymptomatic upon discharge 
from the hospital and never reported a recurrence 
of pain. The remaining 12 had one or more exacer- 
bations of low back pain, treated conservatively, and 
then within a year’s time were entirely asympto- 
matic. 

Complications of the surgical procedure occurred 
in six patients. There were five reported cases of 
local wound infection which cleared when treated 
with the appropriate antibiotic. There was one death 
postoperatively, from a pulmonary embolus. The pa- 
tient had undergone simple laminectomy, There 
were no reported complications in patients who had 
had spinal fusion concomitantly. 

In reviewing the above data and considering the 
usefulness of laminectomy as a definitive treatment 
for low back pain associated with or caused by a 
herniated lumbar intervertebral disc, it is to be 
noted that the cure rate approximated 43 per cent. 
As to laminectomy as a treatment for relief of symp- 
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toms, in the present series it relieved symptoms that 
had become refractory to conservative therapy in 83 
per cent of the patients, at least for the duration of 
the study (two years). 


In comparing the operation of simple laminec- 
tomy with laminectomy and fusion, it was observed 
in perusal of hospital and office records that in 13 
of the 14 cases in which an arthrodesing operation 
was performed, relief of symptoms was said to have 
occurred, 


An imponderable in interpreting the validity of 
laminectomy as a treatment for low back pain is 
that a significant number of the patients are in- 
volved in some kind of litigation. 

6040 North Bernard, Chicago 45, Ill. (Stern). 
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Serotonin 


Its Possible Relation to Allergic Disease 


M. COLEMAN HARRIS, M.D., San Francisco 


SINCE ITS ISOLATION some 11 years ago, serotonin 
(5-hydroxytryptamine) has captured the interest of 
the medical world. It is abundant in the platelets 
and other cells such as the mast cells of the human 
body. In nature, it has been found in bacterial pig- 
ments, in the salivary gland of the octopus and in 
the venum of tropical toads. It has been liberated 
from plants and is said to have been used by primi- 
tive people to produce trance-like states for ritual 
purposes. 


The history of how serotonin was isolated and 
reports on where it is found, its significance and 
analytical determination are most interesting. The 
isolation and identification of serotonin was per- 
formed by two research teams working independ- 
ently, Priority belongs to Rapport, Green and 
Page.'® They isolated it from beef serum in 1948. 
At that time, a colleague of theirs, Corcoran, coined 
the term serotonin for this substance and later, in 
a letter to the Journal of the American Medical As- 
sociation,® advocated the exclusive use of this term. 
Three years later, Erspamer* identified enteramine, 
a vasoconstrictor which he had been studying as a 
hormone of the enterochromaffin system, as 5-hy- 
droxytryptamine and noted that it was identical 
with the compound isolated by Rapport and co- 
workers. 


Serotonin is easily synthesized. The precursor 
is the common amino acid, tryptophan: 


By addition of a hydroxyl group in the 5 position, 
a change which is presumed to take place in the 
liver, the immediate precursor of 5-hydroxytrypto- 
phan, is formed: 
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e Increased amounts of serotonin as well as his- 
tamine have been found in the blood of animals 
during anaphylactic shock. Certain animals, par- 
ticularly those in which antihistamines do not 
prevent anaphylaxis, have been found to have 
increased quantities of serotonin in the lung tis- 
sue during anaphylactic shock. 

Serotonin is a chemical derived from the 
amino acid tryptophan, which is widely dis- 
tributed. It is excreted in the urine as the metab- 
olite 5-hydroxyindoleacetic acid. Serotonin has 
been found in increased amounts in the blood of 
patients with carcinoids. The increase of seroto- 
nin in the blood and the finding of the excretory 
product in the urine has become a corroborative 
sign of the disease. The involvement of serotonin 
in the production of mental disease is evidenced 
by the effect of serotonin antagonists, which ap- 
pear to influence mental behavior. 

That serotonin antagonists may be of ultimate 
value in the treatment of allergic disease is a 
possibility to be considered. 


H 
|. 
Cc 
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H 
Finally, by loss of carbon dioxide from the 
amino group, which probably occurs in the wall of 
the intestinal tract, the liver, the kidney and pre- 


sumably the brain also, the ultimate compound, 5- 
hydroxytryptamine (serotonin), is formed: 


| 
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The inactivated excretory product, 5-hydroxyindole- 
acetic acid, is formed by oxidation and removal of 
the amino group by the enzyme, amine oxidase: 


There are numerous ramifications of the physio- 
logical activity of serotonin. It is said to be in- 
volved in abnormal mental behavior, in microcircu- 
lation of the skin, in renal function, in muscular 
activity, in vasodilatation of the pulmonary circu- 
lation, in bronchoconstriction and in _ intestinal 
tumors, Lembeck!” found that carcinoid tumors 
called argentiffinomas (because of their character- 
istic staining with silver) contained large amounts 
of serotonin. He speculated that an overproduction 
of serotonin, with subsequent serotonemia, could 
be an important and reliable diagnostic sign in this 
condition. Tests were devised to determine the 
amount of serotonin in the blood,!® and of the 
breakdown product, 5-hydroxyindoleacetic acid in 
the urine.!® These tests are now routinely used. 


Much of the current research on serotonin is con- 
cerned with its physiological effect on the central 
nervous system, where it appears to influence mental 
processes. For those interested in allergic diseases 
it is important because of the fact that it is present 
and is a bronchoconstrictor of the lungs of certain 
animals during anaphylaxis”! together with the en- 
zymes which make and destroy it, as well as in the 
blood stream in company with histamine.”° 


Clinically, the first suggestion that serotonin 
might be implicated in allergic diseases was the 
report of Waldenstrom’s group.’* Thorsen, Walden- 
strom and co-workers described several cases of 
metastatic, malignant carcinoid tumors in several 
of which asthma was a part of the clinical picture. 
One case was that of a 19-year-old boy, who from 
the age of six had dyspnea upon exertion and who 
had been hospitalized in three successive years, 
when he was nine, ten and eleven. Another case 
was that of a 63-year-old man, who for nine years 
until two years before he died had attacks of noc- 
turnal dyspnea, with wheezing respiration and 
cough which were relieved by injections of epineph- 
rine. In another case a 43-year-old woman had 
had wheezing and shortness of breath for three 
years, from the age of 37 to 40, which was diag- 
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nosed as asthma. It is assumed that the asthma in 
these cases was due to the bronchoconstricting ac- 
tivity of serotonin since later these research workers 
were able to reproduce all the clinical symptoms, 
including asthma, by administration of serotonin. 

In animal experimentation, when serotonin is 
inhaled by a guinea pig as a | per cent aerosol, 
bronchial spasm with severe dyspnea followed by 
convulsions results.* Duration of the exposure and 
symptoms are the same as those which occur with 
aerosols of 0.5 per cent histamine phosphate, or 0.25 
per cent acetylcholine. Since Neo-Antergan (py- 
rilamine) completely protects against histamine 
and gives considerable protection in guinea pigs 
against anaphylactic shock, it was thought that it 
might antagonize serotonin activity as well. How- 
ever, 1 mg. per kilogram of body weight of Neo- 
Antergan when injected into the guinea pig one 
hour before aerosol administration, produced no 
anti-serotonin activity. On the other hand, atropine 
sulphate, 0.32 mg. per kilogram of body weight, 
which protects against the effects of acetylcholine, 
and very slightly against anaphylactic shock, ren- 
dered considerable protection against serotonin ac- 
tivity. This would appear to suggest that the effects 
of serotonin in producing bronchospasm in the 
guinea pig are purely of a chemical nature and not 
necessarily involved in the anaphylactic reaction 
as a result of antigen-antibody union. 

In an analysis of the actual presence of serotonin 
in the lung, and in an attempt to evaluate its impli- 
cation in the pulmonary aspects of anaphylaxis, 
Weissbach, Waalkes and Udenfriend*’ presented 
some interesting data. Measuring the amounts of 
serotonin in the lungs of various animals that had 
been sensitized, and then shocked to produce an 
anaphylactic reaction, they found a decided differ- 
ence in the quantities, the difference depending upon 
the kind of animal used. They noted that guinea pig 
lungs contain little serotonin, while the lungs of 
mice, rats and rabbits contain relatively large 
amounts. These findings were in sharp contrast with 
the amount of histamine found in the lungs of 
similarly shocked animals. Guinea pig lung has been 
shown to contain comparatively large amounts of 
histamine, while mouse lung contains little. It is 
postulated that this explains why in guinea pigs 
anaphylaxis is readily prevented by pre-treatment 
with histamine antagonists, while anti-histaminic 
drugs have little if any effect on anaphylactic shock 
in mice. One might infer that other animals may 
have serotonin alone, or perhaps a combination of 
serotonin and histamine, released as the agents re- 
sponsible for the symptoms of anaphylactic shock. 

One cannot evaluate human anaphylaxis on the 
basis of results of animal experimentation alone. 
In animals, it has been traditional to consider one 
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shock organ as a constant site of the antigen-anti- 
body reaction, the shock organ varying with the 
kind of animal involved. In guinea pigs the symp- 
toms have been described as due to bronchocon- 
striction, the animal dying in asphyxia. In rabbits, 
spasm of the pulmonary arterioles appear to be the 
result of anaphylactic shock, with the animal usu- 
ally reported as dying a characteristic “liver death” 
from dilatation of the portal veins. This exact 
choice of shock organs, however, is not always 
constant, Rabbits, which should die of right heart 
failure, have been reported dying from asphyxia 
in some cases. 

As might be expected, the human shock organ 
shows even less constancy. 

In reviewing autopsies performed on humans 
who died of anaphylaxis, Kojis’® found several who 
died of the guinea pig type, several of the dog type, 
one of the rabbit type and one of a combination of 
the guinea pig and dog type. In a case of anaphy- 
lactic death following skin tests for allergic sensi- 
tivity, which a colleague and I had occasion to 
study,® the patient showed predominantly the guinea 
pig type of response, although there were elements 
of other types which could not be ruled out com- 
pletely. It is clear that, although the guinea pig type 
appears to predominate, humans have no constant 
kind of shock tissue response to anaphylactic reac- 
tions. If humans could be subjected to experimenta- 
tion with fatal anaphylaxis, it might be shown that 
no one type would predominate; that anaphylaxis 
in the human might resemble any animal type, or 
a combination of them. 

To determine if serotonin was capable of pro- 
ducing clinical asthma in humans, assuming that it 
is released during an antigen-antibody reaction, 
Herxheimer’ subjected ten subjects to the inhalation 
of 0.67 per cent serotonin for 60 seconds. Four of 
his subjects were healthy persons with no history of 
asthma. In those, there was no effect on vital ca- 
pacity or expiratory speed, no dyspnea and no 
evidence of asthma. Of the remaining six patients, 
who were chronic asthmatics in a remission, three 
had a pronounced attack of asthma following the 
inhalation of the serotonin and two had respiratory 
difficulty just short of clinical asthma. This indi- 
cated that the effect of serotonin in man is similar 
to that of histamine and acetylcholine: It is claimed 
by many investigators that an attack of asthma can 
be provoked in chronic asthmatic persons by these 
agents, but not in the normal individual.!® Herx- 
heimer’s study further implicates serotonin as a 
possible influence in the production of asthma due 
to allergic reaction. 

On the other hand, it has been shown that when 
dealing with isolated human bronchioles, serotonin 
not only does not constrict them, but large doses 
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actually relax them. This is not true of other 
animal species, notably the cat, for example, whose 
isolated bronchioles contract vigorously when sub- 
jected to quite low concentrations.” In this situation, 
however, one is dealing with isolated bronchioles. 
Of more importance, probably, is the fact that when 
serotonin is continuously infused in man, it has 
been shown that destruction takes place at a high 
rate in the blood stream. When destruction is pre- 
vented by 5-hydroxytryptophane, the accumulated 
serotonin produces severe diarrhea, but no dyspnea, 
either of bronchomotor or vasomotor origin.'* How- 
ever, it is well known that certain drugs when in- 
jected into the human body do not always have the 
same effect as the same drugs elaborated within the 
human body. Histamine, for example, recognized as 
one of the chemicals liberated in the anaphylactic 
reaction, often produces symptoms that cannot be 
duplicated by injection or other form of adminis- 
tration. 

There is another study which at first glance also 
appears to contradict the importance of serotonin 
in allergy diseases. This is the report of Mohler'* 
who analyzed 1120 random urine specimens from 
hospital patients for 5-hydroxyindoleacetic acid. 
None of the specimens showed the metabolite to be 
present. This report included 1023 patients in a nor- 
mal hospital population. Although it is unlikely that 
many cases of carcinoid tumors were present, it is 
very probable, in light of the comparatively high 
prevalence of allergic disease among the general 
population, that a large percentage of these patients 
had allergic sensitivity and had some dormant if 
not active form of allergic disease. Such a study 
might prove that the urinary finding of the break- 
down product of serotonin is an excellent test for 
carcinoid, but not exact enough for allergic disease. 

Another interesting recent study is that of Berg 
and Westermeyer.! They examined the urine speci- 
mens of 52 asthmatic persons for 5-hydroxyindole- 
acetic acid and found that it was present in a 
varying degree, the variation according with the 
severity of the asthma. They expressed belief that 
this is due to the presence of an elusive substance 
in the urine which is difficult to isolate, but which 
combines with 5-hydroxyindoleacetic acid in the 
urine to form a complex which dissociates under 
certain conditions. Although this may be the case, 
it is also possible that serotonin is not excreted in 
the severe cases, but is stored in the lungs or in the 
blood and tissue cells in asthma.?? This may be the 
explanation, at least in part, for the absence of the 
metabolite in the urine of patients with asthma. 

More pertinent to the practicing physician who 
treats patients with allergic sensitivity is the possi- 
bility that a serotonin antagonist might be found 
which would neutralize the effect of serotonin, pro- 
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vided it shall be conclusively proven both that 
serotonin is released during the course of an anti- 
gen-antibody reaction in humans and that it is of 
importance in the production of asthma or some 
other manifestation of the allergic state. In the study 
of mental disease, many drugs have been tested 
for their anti-serotonin activity. These include 
reserpine, LSD (lysergic acid diethylamide), and 
BAS (1-benzyl-2-methyl -5-methoxytryptamine) , 
which is the benzyl analogue of serotonin. Experi- 
ments with the latter seem to verify that anti- 
serotonin activity may be in the form of a true 
displacement of the chemical from tissue by a 
specific metabolite. That an intermediary metabolite 
is involved as well, is suggested by the fact that 
parenteral use of serotonin produces peripheral 
symptoms, but no symptoms referable to the central 
nervous system. When given parenterally, serotonin 
does not pass the blood-brain barrier. 

A group of serotonin antagonists were also in- 
vestigated by King.® He perfused the lungs of 
guinea pigs to test the antagonism of these drugs to 
bronchoconstriction brought about by doses of 12.5 
to 40 micrograms of serotonin. The following drugs 
were tested: chlorpromazine hydrochloride, BOL- 
148 (’2-brom-d-lysergic acid diethylamide), narco- 
tine hydrochloride and Sandostene (methyl-amino- 
phenyl-thenyl-piperidine tartrate). Sandostene was 
the most effective. In doses of 250 micrograms 
it was capable of completely antagonizing broncho- 
constriction. 

It is noteworthy that excellent results have been 
reported in the clinical treatment of asthma with 
Sandostene plus calcium.’! Gaynes and Shure’? re- 
ported excellent results with this drug in the treat- 
ment of allergic pruritis. It is speculated that these 
good therapeutic results may have been due to the 
anti-serotonin activity of Sandostene. 

No definitive statement can be made as to the 
actual effectiveness of serotonin antagonists. The 
problem is a complicated one. Antagonism is not 
merely the conversion of a chemical radical; it in- 
volves anti-metabolic processes which probably re- 
quire occupation of the specific receptors normally 
used by the metabolite that is being replaced. 

It is clear that much more data must be obtained 
before a satisfactory answer can be given to the 
question whether or not serotonin is implicated in 
diseases of allergy in humans, This problem is 
intriguing many medical research teams throughout 
the world, some of whom have been quoted in this 
communication. The results of their research will 
be watched closely. To quote Beckman:?° “The pic- 
ture is still blurred and it is too soon to know 
whether the completed canvas will be truly repre- 
sentational or merely a non-objective presentation 
that is pleasing, but in itself not significant. Never- 


VOL. 91, NO. 2 + AUGUST 1959 


theless, I look upon these serotonin-LSD develop- 
ments as the two most important of current pharma- 
cological topics—although neither of the two agents 
is actually a drug.” What Beckman said in 1957 
is applicable in 1959. 


450 Sutter Street, San Francisco 8. 
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EXCEPT FOR a relatively few patients who come di- 
rectly to him because of persistent pain or need of 
pneumatologic therapy, an anesthetist’s practice is 
limited to patients referred to him by other physi- 
cians, usually surgeons, An unusual feature is that 
the anesthetist not only evaluates the status of the 
patient and suggests therapy but also administers 
the therapy in association with the surgeon. This is 
in contrast to the usual order of consultation in 
which the consultant examines the referred patient, 
makes a diagnosis and suggests therapy which is 
then applied by the patient’s physician. 

In this day of great specialization, there is a 
strong tendency to shift patients from one specialist 
to another in attempts to arrive at diagnoses and 
therapeutic procedures. Although this approach 
most often does what it is intended to do, perhaps 
more often than is warranted it results in confusion, 
inaccurate diagnosis and scrambled therapy. There 
is considerable merit in the fundamental principle 
that one physician must be responsible for the pa- 
tient’s welfare. This physician may enlist the aid of 
others, but the ultimate decision that influences the 
patient must be his. 


The decision of the patient’s physician to accept 
or reject the suggestions of the consultant depends 
upon a number of factors. The patient’s physician 
is in the most favorable position to determine the 
therapy because he is most familiar with the back- 
ground of the patient and the disease; he knows the 
progress of the disorder, the reactions of the patient 
to the situation, and he knows that he will be re- 
sponsible for the results of the therapy. The extent 
to which the patient’s physician uses the advice and 
professional service of consultants depends in large 
measure upon the confidence he has in those con- 
sultants. His confidence is the natural product of 
favorable experience over an extended period, 


The physician entering the specialty of anesthesia 
often overlooks this important aspect of the practice 
of medicine. He may not remember that he is in a 
consultant capacity and cannot make a diagnosis or 
administer to the patient independently unless given 
that privilege by the patient’s physician. Usually, as 
in the case of other consultants, this privilege is 
not extended until the patient’s physician has de- 
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The Anesthetist in the Practice of Medicine 


STUART C. CULLEN, M.D., San Francisco 








e In this age of specialization it is often difficult 
for the patient to determine who “his doctor” is. 
In the circumstances of anesthesia and surgery, 
the professional services of both physicians, the 
anesthetist and the surgeon, are highly inte- 
grated and the lines of responsibility must be 
clearly established. In the particularly close as- 
sociations between anesthetist, surgeon and pa- 
tient there is an urgent need for the application 
of scientific method in order to facilitate com- 
munication, improve the approach to the solu- 
tion of problems, and enhance the welfare of the 
patient. 


veloped complete confidence in the consultant. This 
confidence is not established automatically; unquali- 
fied recognition does not come immediately upon 
completion of approved training or even upon certi- 
fication by the American Board of Anesthesiology. 


Confidence is developed during the close associa- 
tion of anesthetist and surgeon in circumstances of 
stress. It grows from consistent demonstration by 
the consultant that he is familiar with the patient’s 
disorder, that he is well versed basically and clin- 
ically in the practice of anesthesia, that he is alert 
to changes in the patient and in the demands of 
the surgical procedure, that he is genuinely con- 
cerned with the patient’s welfare and with the prog- 
ress of his disorder, 


Discussion with the surgeon of all problems re- 
lating to the consultant’s interest in the patient, 
before, during and after operation, will help to es- 
tablish confidence, Imparting of pertinent informa- 
tion throughout these periods is a part of such dis- 
cussions. For example, if a significant change 
occurs in the patient’s condition—say a decrease in 
blood pressure—this information should be im- 
parted to the surgeon. It is quite as important that 
the surgeon not neglect informing the anesthetist 
of the progress of and any unusual developments in 
the operative procedure. Neither becomes subservi- 
ent to the other by such reporting. This point is 
somewhat labored here because for some unaccount- 
able reason the anesthesia screen seems to be a 
barrier to communication. The barrier thwarts the 
patient’s interest. 


By some evolutionary process, or perhaps by au- 
thoritarian pronouncement of unknown provenance, 
a sort of grade-labeling is applied to the practition- 
ers of anesthesia: Nurses are “anesthetists” and 
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physicians are “anesthesiologists.” These labels are 
based on arbitrary rules that imply that an “anes- 
thetist” is less qualified to practice safe, satisfactory 
and comfortable anesthesia than is an “anesthesiolo- 
gist.” Labels like these, which totally disregard any 
evidence that may be contrary to the established 
precepts, are a reflection of an attitude that justifies 
the bungling and lethal efforts of the self-styled phy- 
sician “anesthesiologist” and attempts to impugn 
the competent, experienced and often scientifically 
minded nurse-technician. 

What are the factors that induce the nurse and 
the physician to take up the practice of anesthesia? 
What are the academic and clinical standards for 
the technical administration of anesthesia? What 
are the academic and clinical standards for the prac- 
tice of anesthesia, including evaluation of patients, 
adaptability to change and the conduct of research? 
More importantly, by what process and what meth- 
ods are the preceding standards developed, and are 
these standards subjected to constant revision in the 
light of new observations? 

It may be assumed by some observers (although 
to me it seems that there is no evidence to warrant 
the assumption) that the above questions are to be 
put, the observations made and the results evaluated 
by physicians in the practice of anesthesia. To me 
it seems proper that all who are concerned with the 
practice of anesthesia—nurses, hospital administra- 
tors, surgeons and others, as well as anesthetists— 
should ask the questions and make the observations. 
The cooperative, unbiased, unemotional—in short, 
the scientific—approach to the problem is essential 
to a solution. And the solution must be subject to 
alteration as the need is demonstrated. 

The method of science consists of asking clear 
questions, making direct, unprejudiced and thor- 
ough observations, using those observations to 
answer as well as possible the questions asked, and 
revising or discarding any previously formed be- 
liefs or assumptions that cannot stand in the light 
of the new observations, 

It is well to emphasize that science as a method 
is not utilized to its fullest extent if the process 
ceases with a single application of the method, New 
questions must be asked and new observations made 
for scientific profit to the individual or to our 
culture. 

One of the more fascinating aspects of the prac- 
tice of anesthesia is the multiplicity of problems. It 
is difficult to ignore the succession of intriguing 
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opportunities for reflection, study and investigation. 
Nevertheless, these opportunities are too often 
abandoned by resorting “to the book,” by retreating 
behind “accepted practice,” or by militantly sup- 
porting “authority.” By so doing, one consistently 
constricts his outlook and becomes gradually but 
surely a simple technician instead of a practitioner 
of medicine. Such an approach to practice is not 
excusable; even less forgivable is the failure to rec- 
ognize the innumerable questions inviting inquiry. 

Such attitudes will not lead to answers to the 
basic question of the mechanism of the production 
of the anesthetic state, to the solution of the mys- 
tery of the distribution of anesthetic agents, to the 
clarification of “fixing” of anesthetics introduced 
intrathecally, to the determination of the manner in 
which d-tubocurarine is so rapidly removed from 
the circulation, to a better understanding of the 
mechanisms involved in the production, perception 
and response to pain, to the prevention of nausea 
and emesis associated with the administration of 
narcotic drugs, or to the delineation of many other 
problems. 

Not everyone has the time, the facilities, the 
financial support or the inclination to conduct full- 
scale clinical or laboratory investigation into the 
problems that come to his attention. However, every- 
one who accepts and enters medicine as a profession 
is obligated to maintain an agnostic attitude, to 
raise questions and to search for answers. Research 
is defined as a diligent and systematic inquiry into 
a subject in order to discover facts or principles. 
It is a process in which everyone in the practice of 
medicine can and should participate. It is a process 
intrinsic in those who possess and develop an open 
mind. It is a continual process that is not restricted 
to the laboratory; it should be used in the clinic, in 
the library, in the easy chair at home, in the dress- 
ing room at the hospital, in the occasional free hour 
in the office. 

The practitioner of medicine who accepts the in- 
vitations for inquiries that are presented in the 
specialty of anesthesia avails himself of the oppor- 
tunity to exploit his background of basic science in 
the solution of clinical problems. What other spe- 
cialty in medicine offers to the physician more dy- 
namic, more acute and more profound changes, the 
investigation of which promotes the welfare of the 
patient, enhances medical knowledge and encour- 
ages a happy and productive professional life? 

University of California Medical Center, San Francisco 22. 





Psychiatric Emergencies 


FouR PSYCHIATRIC disorders that frequently are 
emergencies* are: 


(1) The acute brain syndrome (toxic delirium), 

(2) Depression and suicidal tendency, 

(3) Hypomania, 

(4) Incipient schizophrenia. 

The cardinal symptoms of the acute brain syn- 
drome are: confusion with disorientation (impair- 
ment of consciousness) ; hallucinations (often mul- 
tiple and very vivid) ; motor disturbances (usually 
hyperkinetic) ; and emotional disturbances (com- 
monly fear). Historically, much credit is due to 
Bonhoeffer, whose classic study in 1908 demon- 
strated a common base for the separate disorders 
heretofore described under the headings of twilight 
states (dammerzustande), hallucinoses (Meynert’s 
amentia), and hypermotility (delirium). Because of 
the difficulties in examining patients who are highly 
disturbed, clinicians tend frequently to refer them 
to psychiatrists without adequate medical examina- 
tion and history-taking. General hospitals often pre- 
fer not to admit such patients. Much harm, even 
death, may occur because of the failure to recog- 
nize that meticulous physical and laboratory exami- 
nations are necessary. Failure to find an adequate 
etiologic base for this syndrome should lead to 
special neurologic diagnostic procedures such as 
electroencephalograms, spinal fluid examination and 
x-ray studies of the skull. In addition, these patients 
frequently need excellent nursing care and most 
often do best in a general hospital. 

Depressive patients are more likely to commit 
suicide in psychotic depressions than in psycho- 
neurotic depressions. In cases unassociated with 
psychomotor retardation, at times of holidays and 
anniversaries and in patients harboring suicidal 
preoccupations, the intensity of distress is the im- 
portant thing to gauge. One cannot rely on a pa- 
tient’s statement that he would not commit suicide, 
because of affection for his dear ones or because he 
considers suicide “cowardice,” when one knows 
that the patient is nevertheless preoccupied with 
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*More fully discussed in Psychophysiologic Medicine, Ziskind, E., 
Lea & Febiger, 1954, Chapter II. 
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thoughts of suicide and with actual procedures for 
carrying them out. Such intent, even when sincere, 
loses its value when the depression becomes intensi- 
fied, even transiently, as it might in unpredictable 
circumstances. The recovering depressive patient 
becomes a greater suicidal risk at times because he 
is less inhibited after the removal of the former 
psychomotor retardation, while the depression is 
not entirely gone. 

A hypomanic patient, because of his lack of in- 
sight, may inadvisably get in or out of marriage, 
illegitimate pregnancy, accidents or “wild hare” 
business enterprises. One should mobilize all the 
family resources available to impose safety curbs 
upon the patient. The patient’s congenial manner, 
infectious humor, bright and scintillating conversa- 
tion, may serve to make a truly necessary commit- 
ment a matter of extreme difficulty. Even at the 
expense of a jury trial in which one fears the 
patient will probably appear convincing, commit- 
ment procedure is nevertheless necessary many 
times to spare utter ruining of career and fortune, 
as well as havoc to personal life. 

Incipient schizophrenia presents a special prob- 
lem because the earlier treatment is instituted the 
greater the likelihood of satisfactory results. Schizo- 
phrenia presents diagnostic problems even for many 
psychiatrists. When it is in the earliest stages, diag- 
nosis may be particularly difficult for a physician 
who is not a psychiatrist. Neurotic-like symptoms 
with the impending sense of catastrophe, increasing 
withdrawal from occupational and social activities, 
eccentric, odd behavior, feelings of outside control 
of thoughts and emotions, sudden revelations, iso- 
lated hallucinations (particularly if auditory and 
meaningful), attributing specific significance to ir- 
relevant events, awkwardness of movements or 
postures—all these phenomena may be isolated, 
earliest manifestations of this most serious disorder. 
Because of the desire on the part of the family not 
to face the unpleasant prospect, these patients often 
do not see a psychiatrist until the illness has pro- 
gressed to a point at which prognosis is quite poor. 
The emphasis is therefore on early recognition, and 
early consultation and referral to appropriate psy- 
chiatric resources, 

2007 Wilshire Boulevard, Los Angeles 57. 
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The Management of Chylothorax 


JOHN E. CONNOLLY, M.D., and JOHN W. SMITH, M.D., San Francisco 


IN ELEVEN YEARS the problem of chylothorax has 
changed from one in which half the patients died to 
the present low mortality rate. This pronounced 
improvement in prognosis is the result of better 
understanding of both the nonoperative and oper- 
ative treatments of the condition. 

Chylothorax may be defined as the presence of 
chyle in the free pleural space and can be divided 
into two groups, spontaneous and traumatic. The 
spontaneous cases are usually, although not invari- 
ably, associated with fatal disease, such as lympho- 
sarcoma, Hodgkin’s disease, carcinomatosis or se- 
vere tuberculosis.® It is believed that in such cases 
the tumor invades the duct wall, permitting leakage 
of chyle. This theory is made more credible by ex- 
perimental and clinical studies that amply demon- 
strate that chylous effusion cannot be produced by 
mere ligation of the thoracic duct.* Cases of spon- 
taneous rupture not due to invading diseases are 
rare and the cause is thought to be fixation of the 
duct so that it may tear with sudden extension of 
the spine upon severe coughing. 

Traumatic cases of chylothorax may be due to 
penetrating injury, such as gunshot or knife wounds, 
or to nonpenetrating injury, such as concussion of 
the chest. As the number of thoracic operations has 
increased, more cases secondary to accidental surgi- 
cal division have appeared. Damage to the thoracic 
duct has been reported during many intrathoracic 
operations, notably dorsal sympathectomy, esopha- 
gectomy, and various vascular procedures. Chylo- 
thorax has also frequently been reported secondary 
to operations in the neck, particularly on the left 
side. 

The anatomic structure of the thoracic duct may 
be described briefly as follows: The duct begins 
in the abdomen as the cisterna chyli, a globular 
structure 3 to 4 cm. in length and 2 to 3 cm. in 
diameter that overlies the first and second lumbar 
vertebrae. The duct consists of a single main trunk 
in about 40 per cent of cases; in the remaining 60 
per cent it is double or multiple for at least part of 
its length. The duct overlies the bodies of the verte- 
brae between the azygos vein and the aorta as it 
ascends in the thorax. In the upper thorax it crosses 
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e Chylothorax is readily diagnosed from the 
characteristic qualities of the effusion. Treat- 
ment should initially be conservative, consisting 
of multiple aspirations followed, if necessary, 
by suction drainage. 


Approximately half of the patients will not re- 
spond to these measures, and direct ligation and 
division of the duct is necessary for cure. This 
operation is most readily carried out through the 
right chest, the thoracic duct being ligated just 
above the diaphragm. In cases in which the duct 
is surrounded by tumor, radiotherapy to the 
mediastinum is often successful in controlling 
the reaccumulation of chyle, but irradiation is 
generally not recommended until after a tissue 
diagnosis has been made by thoracotomy. 


Nutritional problems are often concomitants 
of chylothorax. 


to the left and empties into the left jugular-sub- 
clavian veins. An accessory thoracic duct drains the 
right side of the head, neck, and upper thorax, and 
empties into the right jugular-subclavian veins. 
Valves in the duct are 4 to 8 cm. apart in the upper 
portion and are generally absent below the sixth 
thoracic vertebra. These valves are competent and 
prevent retrograde injection from above. Micro- 
scopically the duct differs from veins of a similar 
size in that it is more muscular and the layers of the 
wall are less sharply defined.* 

Diagnosis of chylothorax is made by the charac- 
ter of the effusion. The fluid is milky in appearance 
and may be pink from small amounts of red cells. 
It is sterile, odorless and contains abundant lympho- 
cytes. The contained fat droplets may be seen mi- 
croscopically and can be stained with a lipophilic 
dye such as Sudan III. The emulsion may be cleared 
by shaking with ether.” The fluid is bacteriostatic.5 
To absolutely identify the effusion lipophilic dyes 
may be given by mouth. The dye will later be seen 
in the effusion if it is truly chyle. A green dye is 
recommended, since its color will contrast with any 
normal constituent of the effusion, such as blood.* 
The most convenient way to give these dyes is to 
mix them with butter and serve the mixture in a 
sandwich. 

Nonoperative treatment should be tried first, since 
simple aspiration of the chest will suffice in about 
half the cases. Thoracentesis is done as often as is 
necessary to keep the chest reasonably empty and 
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to prevent dyspnea. Cure of the effusion probably 
results from obliteration of the pleural space rather 
than from actual healing of the rent in the thoracic 
duct. If chyle continues to reaccumulate after a 
period of ten days of aspiration treatment, closed 
catheter drainage of the pleural space should be 
tried.”,® 

Surgical intervention is indicated if closed drain- 
age fails after a period of two weeks. Although 
several techniques have been described, such as 
anastomosis of the thoracic duct to the azygos vein,! 
and direct repair of the duct,® it has been amply 
demonstrated that simple ligation of the duct just 
above the diaphragm can be curative. The thoracic 
duct is most readily approached through the right 
chest, and it can be most easily identified if fat is 
administered through a Levine tube several hours 
before operation. At the level of the diaphragm, the 
duct overlies the vertebral bodies and is found be- 
tween the azygos vein and the aorta. To be certain 
that a double channel of ducts does not exist, an 
x-ray film of the chest is made with portable equip- 
ment at the time of operation after injection of the 
duct with a radiopaque medium, such as 5 to 10 cc. 
of Urokon.®!° 

If the effusion is on the left side, with possible 
encasement of the lung by fibrin, a left thoracotomy 
approach to the thoracic duct may be indicated in 
order that decortication may be done at the same 
time. However, it should be emphasized that the 
left approach to the duct may be difficult because of 
the presence of the descending aorta, which often 
necessitates the ligation of several intercostal arter- 
ies in order to reach the duct. A short section of the 
duct should be excised for histologic examination to 
make sure it is the thoracic duct and to look for 
possible malignant invasion. If accessory or double 
ducts are seen in the previously mentioned ducto- 
gram made at the operating table, they also should 
be ligated and divided. 

Because of the large fat and protein content of 
chyle and the rate of reaccumulation in many cases 
of chylothorax, nutritional problems may develop. 
Obviously a high caloric, high protein diet is de- 
sirable. In addition, some investigators have re- 
ported reinfusing, intravenously, the chyle removed 
by thoracentesis from debilitated patients.2* How- 
ever, anaphylactoid reactions, with even death, have 
been recorded with such reinfusions and the pro- 
cedure is not recommended. 

Although one might have some reluctance to 
operate in cases of spontaneous chylothorax, par- 
ticularly in cases caused by malignant disease, oper- 
ation is often worth while as a palliative measure 
to stop the constant reaccumulation of chyle in the 
chest. The following cases illustrate various prob- 
lems encountered in dealing with chylothorax. 
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Figure 1 (Case 1).—xX-ray film showing left pleural effu- 
sion before thoracentesis. 


Figure 2 (Case 1).—X-ray film of chest following liga- 
tion of thoracic duct showing continued presence of a 
moderate amount of chyle. 


Case 1. A 70-year-old man had undergone treat- 
ment for carcinoma of the prostate six years previ- 
ously. A month before admittance to hospital, 
dyspnea, general edema, and left pleural effusion 
(Figure 1) were noted. Multiple thoracentesis pro- 
duced 9,700 cc. of chylous fluid. Milk and cream 
were given by mouth, and a few hours later right 
thoracotomy was performed. The thoracic duct was 
divided and ligated. No accessory ducts were seen, 
but ductography was not done. The chest was dry 
for two weeks but then chylothorax recurred (Fig- 
ure 2), and intercostal tube drainage was done. This 
diminished the amount of fluid and the patient was 
able to go home with the tube in place. His condi- 
tion gradually deteriorated and he died of wide- 
spread malignant disease a month later. 


Comment: Although no postmortem examination 
was obtained, the chylothorax in this patient, with- 
out much doubt, was secondary to invasion by neo- 
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Figure 3 (Case 2).—Preoperative film of chest showing 
left chylothorax. 


plasm. In light of present experience, the patient 
now would be managed somewhat differently. Fol- 
lowing the failure of repeated thoracentesis to con- 
trol the reaccumulation of chyle, tube drainage with 
suction would be given a trial before resort to thora- 
cotomy with ligation of the duct. If tube drainage 
were unsuccessful, we would now accompany thora- 
cotomy with an operative table ductogram in an 
attempt to identify any accessory thoracic ducts, 
which occur often enough to account for the fail- 
ure of this procedure in this patient. 


Case 2. The patient, a 61-year-old man, was well 
until, a month before admission, he noted left lower 
chest pain associated with dyspnea. A diagnosis of 
pneumonia was made and the patient was treated 
accordingly. Later he was admitted to the hospital, 
again complaining of left chest pain. An x-ray film 
showed left pleural effusion. Fluid was aspirated 
from the area and was found to be chyle (Figure 3). 
A diagnosis of chylothorax secondary to probably 
malignant invasion of the thoracic duct was made. It 
was elected to attempt. to ligate the thoracic duct 
through the left chest to control the chylothorax. A 
periaortic mediastinal mass of tumor was encoun- 
tered and the thoracic duct could not be identified. 
At biopsy the tumor was identified as lymphocytic 
lymphosarcoma. Following operation, the patient 
was treated with a full course of 3,000 roentgens to 
the mediastinum. A film of the chest three months 
later showed no reaccumulation of the chylous effu- 
sion (Figure 4). At last report the patient was 
asymptomatic and was planning to return to work. 


Comment: In this case tube drainage with suc- 
tion probably should have preceded the attempted 
ligation of the duct. Some workers in this field have 
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Figure 4 (Case 2).—Follow-up film of chest showing no 
reaccumulation of chylothorax. 


recommended a trial of radiation to the mediasti- 
num in cases of spontaneous chylothorax if conserv- 
ative measures of aspiration or drainage fail. Had 
this course been followed in this patient, the chylo- 
thorax would presumably have been controlled but 
the actual diagnosis never made. If there is a place 
for radiotherapy in the treatment of chylothorax 
without a tissue diagnosis it would perhaps be in a 
patient in whom a proven site of primary malignant 
disease had been identified previously elsewhere in 
the body, as in Case 1. 


CasE 3. A three-year-old white boy entered the 
hospital for division of a patent ductus arteriosus. 
Left thoracotomy was done, the ductus divided and 
the ends oversewn. The postoperative course was un- 
eventful for five days. Then he was noted to have 
fluid in the left chest. A total of 4,455 cc. of milky 
fluid was withdrawn by thoracentesis in almost 
daily taps during the next 18 days (Figure 5). Be- 
cause of failure of repeated thoracentesis to control 
the reaccumulation of chyle, closed catheter drain- 
age, with suction, was instituted and a total of 75 
cc. was drained in the next 24 hours. The tube was 
removed two days later. There was no evidence of 
accumulation of pleural fluid thereafter (Figure 6). 

Comment: This case is fairly typical of the cases 
of chylothorax which occur after surgical operation 
on the great vessels. Although no difficulty was en- 
countered in dividing the ductus, presumably the 
main duct or one of its larger tributaries was dam- 
aged at that time. The incidence of chylothorax fol- 
lowing cardiovascular operations has been estimated 
at 0.5 per cent.’ The latent period from time of in- 
jury to appearance of the pleural effusion averages 
from four to eight days, but may be much longer.?:7 
The delay is probably due to the fact that the chyle 
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Figure 5 (Case 3).—Postoperative x-ray film of chest 
showing persistent left chylothorax despite repeated 
thoracenteses, 


leaks first into the mediastinum and only later 
breaks through the pleura into the chest. Although 
a lipophilic dye was not given by mouth in this case, 
it could have been done if there had been any ques- 
tion about the diagnosis. Following failure of mul- 
tiple thoracentesis to control the reaccumulation of 
chyle, consideration was given to proceeding di- 
rectly with ligation of the duct. However, in line 
with our present policy of first trying suction drain- 
age before operative attack, a conservative course 
was followed which resulted in a rapid cure of the 
chylothorax. 


Stanford University School of Medicine, Clay and Webster Streets, 
San Francisco 15 (Connolly). . 
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Bilateral Aneurysms of the Internal Carotid Artery 


Successful Surgical Approach in One Stage 


ROBERT D. WEYAND, M.D., E. F. SCHMERL, M.D., 
and JAMES L. RHEE, M.D., Oakland 


BECAUSE OF THE grave prospect of recurrence, the 
prognosis is poor in cases in which intracranial 
aneurysms of the supraclinoid portion of the inter- 
nal carotid arteries are present after subarachnoid 
hemorrhage. Ask-Upmark and Ingvar? in a review 
of more than 500 cases of subarachnoid hemor- 
rhage noted that the mortality rate was 60 per cent, 
20 per cent of patients were disabled and 20 per 
cent recovered. Of 191 patients with subarachnoid 
hemorrhage reported upon by Hyland,® 100 died 
within six months after the first attack, 70 within 
two weeks. According to Cloake,® the high pro- 
portion of early recurrence of bleeding was stressed 
by Falconer and is of great importance in assessing 
indications for operation. 

Prompt treatment of residual aneurysms can 
greatly reduce the hazard. Seventy-three cases of 
surgically treated aneurysms were surveyed by Bas- 
sett and co-workers,* who reported that the mortal- 
ity rate associated with ligation of the cervical caro- 
tid artery was low (3.4 per cent) and that with that 
operation there was a high incidence of functional 
recovery from transient postoperative hemiplegia. 
With intracranial ligation, the mortality rate was 
40 per cent. 

When intracranial aneurysms occur bilaterally, 
the surgeon faces a baffling problem. Ideally both 
lesions should be repaired without disturbing the 
cerebral circulation. Only recently Seltzer and Hur- 
teau'® reported a case of bilateral aneurysms in a 
47-year-old white woman. Both lesions originated 
from the carotid arteries within the cavernous 
sinus. The lesions were symmetric but only the left 
one caused symptoms. The patient had hyperten- 
sion. She had had a left-sided headache of three 
weeks’ duration, followed, 18 days later, by medial 
deviation of the left eye. At operation, the left caro- 
tid artery was surgically occluded proximally and 
distally from the aneurysm. The aneurysm on the 
right was let alone. 

Bilateral aneurysms may occur more frequently 
than is generally believed. Dandy® reported that in 
eight of thirty-nine patients with internal carotid 
aneurysms, the lesions were of bilateral occurrence. 


Submitted January 30, 1959. 
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e When intracranial aneurysm is _ suspected, 
carotid arteriogram should be done not only on 
the suspected side but always on both sides. 
Without surgical intervention the prognosis of 
bilateral aneurysms is notoriously poor. 

With the aid of hypothermic anesthesia it is 
now possible to operate on both sides in a single 
procedure. This was demonstrated in a case in 
which both carotid arteries were simultaneously 
occluded twice during the surgical repair of bi+ 
lateral carotid aneurysms. Occlusion was done 
once for eight minutes and once for ten min- 
utes, without clinical evidence of brain damage. 


In fatal cases, he noted, the duration of symptoms 
was usually very short—less than five weeks in all 
except one case in which symptoms were present 
for seven months. 


In contrast, Alpers and co-workers! observed 
only one bilateral case among 75 verified cases of 
aneurysms of the internal carotid artery. That was 
the case of a woman 45 years of age with hyper- 
tension and premenstrual headaches, ophthalmo- 
plegia on the left side and paralysis of the external 
rectus muscle on the right side. A bruit was heard 
over the entire head. On arteriographic examina- 
tion, a carotid arteriocavernous sinus fistula was 
seen on the right side and a saccular aneurysm on 
the left. The patient was discharged without opera- 
tion. Five weeks later the left eye paralysis was 
still present and that in the right eye was somewhat 
diminished. The bruit was audible as before. 

The authors said that the clinical features of bi- 
lateral aneurysms of the internal carotid artery vary 
from case to case. 

Among 73 cases of multiple aneurysms reported 
by Bassett and co-workers* there was only one in 
which there were bilateral lesions. In that case, cer- 
vical ligation was done successfully on one side, 
but, 46 months later, when the contralateral aneu- 
rysm was discovered, rupture of the aneurysm oc- 
curred when a surgical clip was placed at the neck 
of the lesion, and carotid ligation had to be done, 
The patient, dependent on vertebral arterial blood 
supply alone, died. 

Cloake® studied 120 cases of aneurysms in 114 
patients observed at the Neurosurgical Clinic in 
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Stockholm from 1932 to 1951. All the aneurysms 
were located within the cranium. In 30 of the cases 
there were supraclinoid lesions. Bilateral occur- 
rence was not mentioned at all. 


One of the first cases reported appears to be one 
described by Friedrich’ in 1934, A 58-year-old 


woman had had partial thyroidectomy for toxic 
goiter at age 40 and at age 51 had had radial re- 
section of the right maxilla with removal of the 
right eye because of a malignant tumor. At 53 years 
of age she complained of headache and dizziness. 
Five years later a tumor of the pituitary gland was 


Figure 1—Lateral and anterior-posterior arteriograms before operation. Arrows point to the right and the left 
aneurysm. The two upper films were taken with the left side injected, the two lower films after injection on the 


right side. 
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Chart 1—Timetable shows the effect of hypothermia on the body temperature. Esophageal temperatures were 
registered by a Yellow Springs Thermister thermometer. Note the timing of simultaneous bilateral carotid occlusions. 


suspected when she had severe headaches and di- 
minished vision. Operation was done but the pa- 
tient died soon afterward of uncontrollable hemor- 
rhage. There was an aneurysm 5 cm. in diameter 
in the right side of the cranium and another smaller 
aneurysm on the left. Both originated from the in- 
ternal carotid arteries. Friedrich considered them 
to be of traumatic origin. 

In a case reported by Bozzoli* in 1937, a man 58 
years of age had aneurysms of both internal carotid 
arteries. The patient died of bronchopneumonia be- 
fore surgical treatment could be carried out. 


Minton® reported the case of a 60-year-old 
woman with complaint of sudden dizziness followed 
by severe headaches, vomiting and loss of con- 
sciousness. Arteriograms demonstrated two aneu- 
rysms on the right side, one at the cavernous sinus 
and a larger one, surrounded by a hematoma, at the 
origin of the posterior communicating artery. On 
the left side was a large fusiform aneurysm of the 
carotid syphon. Surgical treatment was contraindi- 
cated. The patient did rather well on bedrest and 
sedation, but three weeks later, she died of a sud- 
den second hemorrhage. At autopsy evidence was 
found that the first symptoms had been caused by 
rupture of an aneurysm of the right internal carotid 
artery and that the later fatal bleeding had come 
from rupture of an aneurysm of the left internal 
carotid artery. 

The surgical attempt to approach both sides in 
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one stage has been considered almost forbiddingly 
hazardous because it may necessitate the simulta- 
neous occlusion of both carotid arteries in the neck. 
In the following case, this procedure, done with the 
help of hypothermia was remarkably well tolerated, 
and the patient recovered without significant post- 
operative signs of even transient cerebral damage. 


REPORT OF A CASE 


A 43-year-old negro housewife, admitted to 
hospital on August 4, 1957, had been in apparent 
good health until August 3, when she lost conscious- 
ness while washing her car on a hot day. When she 
awoke she was lying on her back on the sidewalk 
and had a severe headache. Taken by ambulance to 
an emergency hospital, she was examined and then 
permitted to go home. Severe occipital headache 
continued. The next morning nausea and vomiting 
developed and the patient was sent to a hospital. 

The patient was obese. She was alert and coopera- 
tive. The blood pressure was 170/90 mm. of mer- 
cury. Nuchal rigidity was noted. The Kernig sign 
was present bilaterally. Tenderness was noted in the 
right occipitotemporal area. The grip was weaker 
in the right hand than the left. There was hypesthe- 
sia to touch and pinprick over the right upper face 
and side of the head. The cerebrospinal fluid pres- 
sure was found to be 350 mm. of water and the 
fluid was bloody. 

Headaches and vomiting continued. On August 8, 
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Figure 2.—Lateral and anterior-posterior arteriograms after operation. The upper films were taken with the left 


side injected, the lower films with the right. 


carotid angiograms showed two aneurysms extend- 
ing medially from the supraclinoid portion of each 
carotid artery (Figure 1). Numbness of the right 
side of the face and of the right forearm and hand 
was noted. 

On August 14 general hypothermic anesthesia 
was started with the aid of a cooling mattress. When 
the body temperature, measured with an esophageal 
thermometer, was below 34° C., operation was be- 
gun. A bifrontal bone flap was elevated and the an- 
terior sagittal sinus and falx cerebri were sectioned. 
The aneurysms were approached by elevating the 
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right frontal lobe while cerebrospinal fluid was 
withdrawn from the lumbar region, Both aneu- 
rysms were identified. They were touching each 
other. During the attempt to dissect the right aneu- 
rysm from its bed, the left aneurysm ruptured at its 
fundus. Carotid arteries were occluded in the cervi- 
cal region (see timetable, Chart 1) and bleeding 
was greatly reduced. While the left aneurysm was 
being dissected free, both carotid arteries were oc- 
cluded simultaneously for ten minutes. After this, 
the arteries were released for two minutes and then 
occluded again for eight minutes. During this 
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time the left aneurysm was occluded to an area 
flush with the left carotid artery by means of four 
broad silver clips. Following this, the right aneu- 
rysm was dissected free and a 2-0 silk ligature tied 
about its base. The aneurysm decreased in size 
immediately. The esophageal body temperature 
reached 31.0° C. 

The postoperative course was quite uneventful. 
For two days the patient remained on the cooling 
mattress which was kept at a temperature of 34° C. 
The maximum body temperature was 38.9° C. 
rectally. 

The patient was awake, alert, and able to talk in 
the immediate postoperative period. For several 
days she complained of headache. With the excep- 
tion of leukocytosis—leukocytes numbered 23,000 
per cu. mm.—results of laboratory examinations 
were within normal limits during the postoperative 
period. On August 23, nine days after the opera- 
tion, bilateral carotid angiograms showed a normal 
vascular pattern (Figure 2). 

On August 30, the patient was ambulatory and 
felt well. Except for anosmia there were no neuro- 
logical abnormalities. The patient resumed her nor- 
mal activities and remained remarkably well with 
the exception of minor complaints of headache and 
tenderness at the site of the cervical incision. In De- 
cember the patient had a mild head injury when 
struck by a falling can of food. She was not uncon- 
scious but complained of tenderness and headache. 
By February, 1958, she was again feeing well and at 
last observation was performing her normal activi- 
ties. 


COMMENT 


The importance of visualization of both carotid 
artery systems in a patient with suspected intra- 
cranial aneurysms is apparent from the review of 
the incidence of bilateral aneurysms. Even in clin- 
ically unilateral cases, it is advisable to do arteriog- 
raphy on both sides. The history and findings alone 
are usually not reliable in determining the presence 
or absence of an aneurysm on the other side. 

The rather poor prognosis in patients with bi- 
lateral aneurysms reported in the literature should 
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be noted. It justifies early attempts at ligation. The 
problems of direct surgical attack to the bilateral 
intracranial aneurysms are, of course, similar to 
those encountered in the case of solitary aneurysm. 
The use of hypothermic anesthesia was perhaps of 
decisive import in the present case. It appears to 
have helped in the control of cerebral edema at the 
time of operation, Above all, it enabled us to con- 
sider seriously simultaneous bilateral approach. Re- 
ducing the oxygen demand in the brain, it allowed 
a longer safe period of carotid occlusion. We be- 
lieve that the continuation of the use of the cooling 
mattress into the postoperative period helped con- 
trol the usual postoperative hyperthermia and re- 
duce postoperative cerebral edema. 


ACKNOWLEDGMENT: Postoperative cooling was suggested 
by Drs. Norman Barnstein and Marshall Skaggs of Sacra- 
mento, who put their hypothermic equipment at our dis- 
posal. 
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THE INTRODUCTION of intubation as a means of 
gastrointestinal decompression by Ward, Wangen- 
steen and Paine will undoubtedly be regarded as 
one of the more important medical advances of this 
century. Nasogastric and intestinal tubes are of 
great value in the treatment of some cases of me- 
chanical intestinal obstruction and paralytic ileus 
and in the preparation of patients with obstruction 
for operation. However it is wondered if intubation 
is not used too frequently in the “prevention” of 
abdominal distention. 


It sometimes is not fully appreciated that naso- 
gastric intubation can result in serious complica- 
tions—some of which can be fatal. In fact the 
procedure is regarded so lightly by some physicians 
that the indication for use of the tube is simply an 
abdominal operation. This is indeed unfortunate. 


Various complications of gastrointestinal intuba- 
tion have been reported: 


1. Fluid and Electrolyte Loss 


This is perhaps the most frequent sequela of 
gastrointestinal decompression. It is regarded as a 
complication if the quantity and/or quality of fluid 
and electrolyte loss is not fully recognized. This loss 
becomes very pronounced when a patient on con- 
tinuous suction is allowed fluids by mouth indis- 
criminantly. The same is true when the tube is fre- 
quently irrigated by the patient’s attendants, Even 
with the aid of serum electrolyte and blood volume 
determinations, accurate replacement therapy is a 
genuine challenge. Prevention of these losses is 
usually easier than correcting them. 


2. Discomfort to the Patient 


How often have physicians listened to the pa- 
tient’s plea, “How long does this tube have to stay 
in?” Many times it appears that the tube causes 
more discomfort than the abdominal incision. This 
discomfort plus the other complications to be dis- 
cussed, prompted Farris and Smith® to evaluate 
temporary gastrostomy as a substitute for naso- 
gastric intubation. At last report they had _ per- 
formed this procedure in over 150 cases with 
impressive results. Although temporary gastrostomy 
has not yet received unanimous endorsement, it ap- 
pears to be a worthwhile method of preventing 
distention in certain situations. 


Submitted March 2, 1959. 
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Use and Abuse of Nasogastric Intubation 


GEORGE G. ZORN, M.D., San Diego 





e The value of nasogastric intubation in the 
treatment of paralytic ileus and in some cases 
of mechanical obstruction, as well as in the 
preparation of obstructed patients for operation, 
cannot be denied. However, it is felt that in- 
tubation is oftentimes employed unnecessarily, 
and that the complications of this procedure are 
not fully appreciated. Fluid and electrolyte loss, 
sinusitis, parotitis, laryngeal obstruction, esopha- 
gitis, knotting and difficulty in withdrawing 
tubes and perforations of the gastrointestinal 
tract are complications that can occur when 
nasogastric intubation is employed. 

Two hundred consecutive operations on the 
gallbladder and bile ducts were reviewed, and 
the need for intubation in these cases was evalu- 
ated. It was needed in only 7.5 per cent of the 
cases in the series. In light of the hazards and 
the rather rare necessity for nasogastric intuba- 
tion, “‘routine” use should be eschewed. 


3. Sinusitis, Otitis Media and Parotitis 


Edema of the mucous membranes of the naso- 
pharynx from the trauma of the foreign body (the 
tube) interferes with drainage from the sinuses and 
the middle ear, This can result in very annoying 
sinusitis or otitis media. The latter is more common 
in children. 


Parotitis is likely to occur in the presence of poor 
oral hygiene and dehydration, To stimulate the flow 
of saliva it has been suggested that intubated pa- 
tients suck on hard candy or chew gum. These 
measures might help to reduce the incidence of 
complicating parotitis. 


4. Laryngeal Obstruction 


Chaffee* mentioned 19 cases of laryngeal obstruc- 
tion due to nasogastric intubation. In 15 of the pa- 
tients tracheotomy was necessary, and four died. 
Farris and Smith® sent questionnaires to 200 mem- 
bers of the American Laryngological Society and 
the American Bronchoesophagological Society. They 
received reports of 79 patients who needed trache- 
otomy after intubation with nasogastric or intes- 
tinal tubes. 


The primary pathologic change in this complica- 
tion begins as a pressure necrosis of the esophagus 
at or near the attachment of the esophagus to the 
cricoid cartilage. This produces a perichondritis and 
ulceration of the larynx with subglottic stenosis. 

Dyspnea, dysphagia, hoarseness, crampy cough 
and hemoptysis usually accompany this condition, 
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sometimes not occurring until several days after 
removal of the tube. Intubation does not have to be 
long continued for this complication to develop. 
Laryngeal obstruction has been reported in a pa- 
tient who was intubated for only four days. 


5. Esophageal Complications 


Vinson® reported three cases of esophageal stric- 
ture necessitating dilatations. In the survey by Far- 
ris and Smith® reports of 22 patients who required 
esophageal dilatations were obtained. 


A case of fatal hemorrhage from esophageal 
varices has also been reported. It was postulated 
that contact by the Miller-Abbott tube eroded the 
distended veins. It would seem, that except for the 
Blakemore-Sengstaken tube to control hemorrhage, 
intubation would be contraindicated in patients 
with esophageal varices. 


6. Knotting of the Tube 


Rehfus tubes are especially prone to knotting. Not 
only do they have a weighted olive at the tip, but 
they are usually used as a diagnostic tool in patients 
with normal gastric motility. Most knotted tubes are 
successfully removed through the nares—the knot 
having been pulled tight during the forceful with- 
drawal of the tube, but sometimes a knotted tube 
will have to be amputated at the nose, the remainder 
of the tube being permitted to pass per rectum, es- 
pecially if the knot is beyond the pylorus or the 
ileocecal valve. 


7. Difficulty or Inability to Withdraw the Tube 


The tubes that are difficult to remove are usually 
those with a balloon at or near the tip. These bags 
act as a semi-permeable membrane, and gases will 
pass through from higher pressure areas to lower 
pressure areas. Hence the balloon can become con- 
siderably distended and obstruct the intestine. Sur- 
gical intervention is occasionally necessary to re- 
move inflated bags. Allen and Welch! recommended 
the insertion of a needle through the intestinal wall 
at laparotomy to aspirate gas from the distended 
bag. The small needle-hole can then easily be closed. 


After analyzing the gases in these distended bal- 
loons, Cantor? suggested that they be made of neo- 
prene-G, as this material is not as permeable to 
carbon dioxide. Distention of the balloon on a Can- 
tor tube can be prevented by inserting the stylet of 
a No. 21 gauge needle between the bag and the 
tubing before tying on the bag. After the tying, the 
stylet is removed. A ligature tied in this manner will 
permit gas to escape but not metallic mercury. 


8. Breakage of the Balloon 


Occasionally the balloon on intestinal tubes will 
rupture. This usually occurs during attempts at 
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Figure 1.—Picture shows size of balloon on Miller- 
Abbott tube when inflated with 720 cc. of water. 


forcible withdrawal, Metallic mercury in the intes- 
tinal tract generally causes no ill effects. However, 
particles of this material can lodge in diverticula or 
within mucosal folds and bring about abscesses or 
fistulae. Drouillard and co-workers‘ reported a case 
in which the patient bit the balloon during removal. 
The mercury was aspirated into the patient’s lungs. 
No untoward reaction ensued from this unusual ac- 
cident, although at last report there was still mer- 
cury in the lung fields on x-ray examination. 


9. Perforation of the Stomach or Intestine 


Perforations of the esophagus, stomach and small 
bowel have all been reported. This catastrophe can 
occur through an apparently normal viscus as well 
as through a diseased organ. In one instance the 
tip of a tube perforated a gastric carcinoma. This 
complication can largely be prevented by changing 
the position of the tip of the tube each day by 
withdrawing or advancing it a few inches. 


In the past few months I have seen two compli- 
cations from intestinal tubes. The first was in a 
patient in whom paralytic ileus had developed fol- 
lowing a resection of the sigmoid colon. In an 
effort to relieve the ileus a Miller-Abbott tube was 
passed. Two cubic centimeters of mercury was in- 
troduced into the balloon. After 48 hours the bag 
had not entered the duodenum, although an x-ray 
study showed that the tip was pointing directly at 
the pylorus. An attempt was then made to withdraw 
the tube, but it could not be delivered. Syringe 
suctioning on the “Pilling”* opening yielded 720 cc. 


*These limbs on some tubes are marked “‘Bitner’’ or ‘“‘Melcher.” 





of water. The tube was then easily removed, The 
patient’s nurses admitted irrigating the tube rather 
freely. (The size of the balloon when inflated with 
720 cc. of water is shown in Figure 1.) 


To prevent the instillation of irrigating fluids 
through the wrong opening, I now generously tape 
the limb marked “Pilling” and write specific orders 
not to remove the tape. 


The second complication occurred in a patient 
who had undergone an exploratory laparotomy for 
upper gastrointestinal hemorrhage. An enterotomy 
in the jejunum had been done as a part of that 
exploration. After operation a partial intestinal 
obstruction developed and a Kaslow tube was 
passed. The obstruction became complete, and it 
was felt necessary to reoperate. Because the Kaslow 
tube had been in the upper small bowel for six 
days, and because it was realized that the balloons 
on these tubes can absorb gas, it was deemed ad- 
visable to remove the tube and insert a new one 
before operation. Moderate difficulty was experi- 
enced in removing the tube. When the distended 
bag entered the pharynx and protruded from the 
mouth, it was obvious why more traction than usual 
was necessary, for the balloon had absorbed gas 
and was fully distended. When the balloon extruded 
from the patient’s mouth, the bag was amputated 
and the rest of the tube was withdrawn through 
the nose. 


In an effort to determine whether nasogastric 
suction is being employed too frequently as a pro- 
phylactic measure, 200 consecutive operations upon 
the gallbladder and bile ducts were analyzed. The 
author and his associates do not use nasogastric 
suction routinely in such cases, It was found that 
intubation was employed in 15 of the 200 cases 
reviewed. In seven instances it was used prophylac- 


tically for patients in whom severe ileus was ex- 
pected, In the other eight the tube was indicated 
for gastric dilatation, vomiting or unrelenting hic- 
coughs. Serious difficulty did not develop in any of 
this group because the gastric tube had not been 
passed either preoperatively or in the immediate 
postoperative period. In only one patient was the 
tube used more than 24 hours. The remaining 185 
patients recovered uneventfully from their operative 
procedures without need of intubation. As a matter 
of fact if patients are denied all fluids by mouth 
after operation until active peristalsis is regained, 
they will swallow little or no air, and distention 
will not be a problem. Postoperative ileus can often 
be handled in this manner. 


It is realized that nasogastric intubation is a very 
useful tool in certain situations. However the com- 
plications that can result from the use of gastric 
or intestinal tubes should be kept in mind so that 
the tubes can be employed intelligently and cau- 
tiously, It is felt that prophylactic intubation is used 
too frequently. 

2850 Sixth Avenue, San Diego 3. 
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Acute Appendicitis with Perforation by 
An Ingested Nail 


HARRY PERELMAN, M.D., and 
HAROLD R. SHERWOOD, M.D., Los Angeles 


PERFORATION OF THE APPENDIX by an ingested nail 
is uncommon. Collins’ reported that foreign bodies 
were found in the lumen in 40 per cent of 50,000 
appendical specimens examined. Thirty-nine per cent 
of the foreign bodies were fecoliths, 0.1 per cent 
were common metal pins, 0.05 per cent needles and 
0.08 per cent nails. Of 45,335 surgically removed 
specimens, 10.8 per cent were described as being 
either gangrenous or perforated. Sawyer® reported a 
small series of cases of acute appendicitis with per- 
foration due to sharp foreign bodies. It is of histori- 
cal interest that the first recorded appendectomy was 
done by Claudius Amyand on December 6, 1735, on 
an 11-year-old boy who had a scrotal hernia with a 
fistula formation that contained a chronic suppura- 
tive perforated appendix. The perforation was 
caused by a pin in the appendix.” 


REPORT OF A CASE 


A 9-year-old white boy was admitted to the hos- 
pital with complaint of abdominal pain and ano- 
rexia. Approximately ten hours before, pain had de- 
veloped in the lower right quadrant of the abdomen 
and was associated with anorexia. The pain was per- 
sistent, localized and did not radiate. Nausea devel- 
oped and anorexia became more pronounced. 

On examination the temperature was 99.2° F., 
the pulse rate 116 per minute and respirations 22 
per minute. The abdomen was tender to palpation 
in the right lower quadrant and some rebound ten- 
derness and definite muscle guarding were noted. 
Results of urinalysis were within normal limits. Leu- 
kocytes numbered 10,000 per cu. mm., made up of 
62 per cent segmented neutrophils and 38 per cent 
lymphocytes. 

A McBurney incision was made in the abdomen 
and a mass was observed in the region of the cecum. 
The appendix was freed by blunt dissection from 
the mass, which was inflammatory. The appendix 
was 4.5 cm. long and 2.0 cm. in diameter at the 
distal half. It was covered with pus and fibrin and 
the capillaries were engorged. The point of a nail 
projected 1 cm. through one wall of the distal half. 
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A routine appendectomy was done and the abdomi- 
nal incision was closed without drainage. The pa- 
tient was discharged from the hospital on the fourth 
postoperative day. 


The patient could not remember having swallowed 
a nail, but questioning elicited that he sometimes 
held nails in his mouth, imitating his father, who 
was a carpenter. 

6010 Wilshire Boulevard, Los Angeles 36 (Perelman). 
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Complicated Regional Enteritis 


The Need for Complete Exclusion of the 
Involved Segment 


MAJ. LUIS ARISMENDI, MC, AUS, Stockton 

MAJ. JOSEPH L. HANNON, MC, USA, 

COL. HERBERT T. BERWALD, MC, USA, and 
CARLETON B. MATHEWSON, JR., M.D., San Francisco 


REGIONAL ILEITIS was defined and its pathological 
and clinical details elaborated upon by Crohn, Gins- 
burg and Oppenheimer! in 1932. The entity had 
been observed previously, but was grouped with 
others under the general term benign granuloma. 
The classic description of the symptoms, cause and 
complications has not had to be amended. However, 
the pathological concept of the disease and etiologic 
delineations have been subjects of considerable 
speculation. The factors considered have included 
generalized as well as specific bacterial infections, 
allergic reaction, lymphatic dysfunction and psycho- 
somatic causes. However, none of these conjectures 
has been completely substantiated by clinical inves- 
tigation. 

Treatment with drugs, although supportive, is not 
specific. Spontaneous regression of the disease with 
healing may occur, but recurrences are common. 


Presented before the Section on General Surgery at the 88th An- 
nual Session of the California Medical Association, San Francisco, 
February 22 to 25, 1959. 


From Letterman Army Hospital, San Francisco. 
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Surgical intervention is indicated for patients who 
do not have good response to conservative therapy 
and for those in whom complications develop, such 
as fecal fistulae, abscesses or bowel obstruction. The 
applicable surgical procedures involve either resec- 
tion of the diseased bowel or a by-pass operation. 
Factors in choosing between resection and shunting 
operations have been well discussed by a number 
of investigators,?**5 but it should be emphasized 
that when a shunting operation is selected, it should 
accomplish complete exclusion of the diseased seg- 
ment rather than the partial exclusion which results 
from sidetracking in continuity. Pertinent to this 
emphasis are the two cases here reported. Both pa- 
tients were deteriorating steadily following ileotrans- 
verse colostomy in continuity, then recovered dra- 
matically after complete exclusion of the diseased 
area was brought about by the simple interruption 
of the distal loop of the ileum. 


Case 1. The patient, a 31-year-old white woman, 
was admitted to Letterman Army Hospital July 3, 
1951 with chronic draining fecal fistulae in the right 
lower quadrant of the abdominal wall. A diagnosis 
of regional enteritis had been made in 1949, In July 
1950, during laparotomy at another hospital because 
of appendicitis, a large right lower quadrant inflam- 
matory mass was observed and drained. This was 
followed by the development of a chronic fecal fis- 
tula. In May 1951 at still another hospital an ileo- 
transverse colostomy in continuity was performed. 
Three more fecal fistulae developed in the operative 
wound. At the time of admission to Letterman Army 
Hospital in July 1951 the patient was thin, febrile 
and emaciated. The weight was 85 pounds. There 
were four fecal fistulae in the operative scar of the 
abdominal wall. 


Fibroids of the uterus had been diagnosed in 
1950. One pregnancy, in 1947, was uncomplicated. 


Hemoglobin content of the blood was 14.4 gm. 
per 100 cc. Leukocytes numbered 7,000 per cu. mm. 
The protein content was 5.9 gm., albumin 2.6 gm., 
globulin 3.3 gm., and creatinine 1.6 mg. per 100 cc., 
the nonprotein nitrogen content 22 mg. per 100 cc. 
of serum, chlorides 100 mEq. per liter, sodium 140 
mEq.; carbon dioxide 23.9 mEq., and potassium 40 
mEq. Results of urinalysis were within normal lim- 
its. X-ray studies with barium enema showed a prob- 
able fistula at the site of ileotransverse colostomy 
and the cecum. 


At laparotomy the inflammatory disease was seen 
to be confined to the ileocecal area. The lumen of the 
ileotransverse colostomy was adequate. The ileum 
was transected distal to the anastomosis and both 
cut ends were closed and replaced in the abdomen. 
The postoperative course was one of rapidly progres- 
sive improvement. In 48 hours the patient had a 
normal bowel movement. From the time of opera- 
tion on, there was no fecal drainage. The operative 
wound and fistulae healed. At the time of discharge 
from the hospital a month after operation, the pa- 
tient weighed 100 pounds. 


On August 11, 1954, a panhysterectomy and 
oophoropexy was performed for the uterine fibroids. 
At that time the patient had no symptoms referrable 
to the gastrointestinal tract and her weight was 135 
pounds. At laparotomy all abdominal scars were 
observed to be well healed. The small bowel was 
found to be normal. There was no sign of inflamma- 
tory activity in the previously excluded segment of 
distal ileum. 


Case 2. A 20-year-old white soldier was admitted 
to Letterman Army Hospital on November 7, 1956 
as a transfer from a hospital in an overseas theater 
because of a chronically draining fecal fistula of the 
right lower quadrant of the abdomen. He had been 
in excellent health until August 1956, when he had 
sudden onset of cramping lower abdominal pain, 
diarrhea, anorexia, nausea and vomiting. These 
symptoms progressed during a four-week period of 
conservative medical management. When a mass de- 
veloped in the right lower quadrant, exploratory 
laparotomy was done on September 5, 1956, The 
mass was found to be composed of matted terminal 
ileum and cecum. This area was drained through a 
right lower quadrant stab wound. In addition, a 
side-to-side ileotransverse colostomy was made, us- 
ing a loop of ileum about 15 inches proximal to the 
mass. For three weeks postoperatively purulent ma- 
terial drained from the operative field. Then the 
patient became febrile and on October 1, 1956 fecal 
material began draining. Loss of weight progressed, 
the total decrease amounting to 60 pounds, and the 
patient became so weak that he could not sit up in 


bed. 


On admission to Letterman Army Hospital the 
patient was emaciated and chronically ill. In the ab- 
domen a poorly defined mass 6x6 cm. was palpated 
in the right lower quadrant, and near it a fecal 
fistula draining liquid fecal material. The hemo- 
globin content was 13.2 gm. per 100 cc. Leukocytes 
numbered 10,950 per cu. mm. The hematocrit was 
42 per cent and the sedimentation rate 44 mm. in 
one hour. Total protein was 4.8 gm. per 100 cc., 
albumin 1.5 gm. and globulin 3.3 gm. Carbon 
dioxide was 25.3 mEq. per liter, sodium 135 mEq., 
potassium 3.9 mEq. and chlorides 105 mEq. X-ray 
studies with barium enema showed a functioning 
ileotransverse colostomy and a fecal fistula from the 
ileum distal to the anastomosis. 


At laparotomy on November 20, 1956 the inflam- 
matory disease was found to be confined to the ileo- . 
cecal area. The lumen of the ileotransverse colos- 
tomy was adequate. The ileum was transected just 
distal to the anastomosis. The proximal stump was 
closed and the distal stump brought out through a 
separate incision as a mucous fistula. The patient 
improved rapidly after operation, with primary 
healing of the laparotomy wound and immediate 
cessation of the fecal drainage. He became afebrile 
and had a ravenous appetite and gained a pound a 
day in body weight. Bowel movements were normal 
thereafter. 


CALIFORNIA MEDICINE 





DISCUSSION 


Each of these cases posed the problem of what to 
do with a right lower quadrant mass due to acute 
regional enteritis that had been confused with ap- 
pendicitis preoperatively. In Case 1 drainage of the 
right lower quadrant alone was attempted at the 
first operation, which was followed by formation 
of a fecal fistula. The enteritis and its complication 
of a fecal fistula were treated by ileotransverse colos- 
tomy in continuity. The same incomplete shunting 
procedure was used in Case 2. That this procedure 
was inadequate is borne out by the fact that the fecal 
fistula continued and the condition of each patient 
deteriorated to the point that life was endangered. 
The prompt and decidedly favorable response to 
simple but complete division of the distal loop of 
ileum emphasizes the importance of complete exclu- 
sion when a diversion type of surgical procedure is 
elected. 


SUMMARY 


Two cases are presented of regional enteritis com- 
plicated by fecal fistula. In each case early treat- 
ment consisted of a side-to-side ileotransverse colos- 
tomy in continuity. 

The need for complete exclusion in cases of com- 
plicated regional enteritis is emphasized and a sim- 
ple method to correct the complications which may 
follow a partial exclusion is described. 

Harding Way Medical Dental Group, 645 West Harding Way, 
Stockton ( Arismendi). 
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Chicago Medical Association Medical Motion Pictures 


DAYTIME FILM SYMPOSIUMS, like those that were so popular during the 1959 
Annual Session of the California Medical Association, are being planned for 
the 1960 meeting. Evening film programs will be planned for physicians, their 
wives, nurses and ancillary personnel. 

Authors wishing to show films should send their applications to Paul D. 
Foster, M.D., California Medical Association, 2975 Wilshire Boulevard, Los 
Angeles 5. All authors are urged to be present, as there will be time allotted for 
discussion and questions from the audience after each film. 

Tentative plans are being made for Symposiums in the following fields: 
Pediatrics, Diagnostic Features of Cancer, Emergencies in Medicine, Anesthesi- 
ology for General Use, New Advances in Medicine and New Methods in Surgery. 

Films that would fit into programs in one of these fields would be especially 
appreciated. 


Deadline is October 1, 1959. 
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Opposition to the Forand Bill 


ALTHOUGH INDICATIONS are that the Forand Bill 
(HR 4700) will not be reported out of committee 
and acted upon by the Congress at the present ses- 
sion, this certainly cannot be taken to mean that 
opposition to the measure can be relaxed. It can 
mean only that testimony before the House Ways 
and Means Committee which is holding hearings on 
the bill has given the committee enough food for 
thought to make precipitous action unlikely, which 
gives the medical profession a little more time to 
show that the proposed legislation is unwise and 
that better solutions can be found to the problem of 
medical care for the aging. 

Representative Forand, a Rhode Island Democrat, 
introduced the bill some months ago. As an amend- 
ment to the Social Security laws it would provide 
hospitalization or nursing home coverage plus sur- 
gical benefits, when needed by recipients of Social 
Security payments—mostly persons over 65 years 
of age. 

Medical organizations and other interested 
groups, although recognizing that the problem of 
medical care for the aging is one that certainly they 
must help solve, decry a welfare state approach to 
the solution. The question to be answered is how 
our older citizens are to get hospital and medical 
services at a time in their lives when in general 
their need for such services is increased and their 
ability to pay for them is decreased. 

Some legislators, imbued with the spirit of big 
government paid for out of taxes on ordinary citi- 
zens, propose that government expand its activities 
still further and provide the hospital and surgical 
care that our older citizens may need. On the other 
hand, most physicians and others who hope to pre- 
serve not only the best atmosphere for the effective 
practice of medicine but also each citizen’s sov- 
ereignty over self, insist that the system of free com- 
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petitive enterprise be given a chance to meet the 
challenge of care for the aging before government 
can consider moving in. 

In the current hearings by the Ways and Means 
Committee, medicine fortuitously had on its side 
the Department of Health, Education, and Welfare, 
whose opinions must carry weight with the com- 
mittee. One of the first witnesses appearing before 
the committee was the Hon. Arthur S. Flemming, 
Secretary of the department and an outspoken pro- 
ponent of the protection of the rights of the indi- 
vidual in our country. 


Mr. Flemming was reported in the press as having 
opposed the passage of HR 4700 on the basis that 
the proposed bill would “freeze the pattern of health 
coverage of the aged into a vast and uniform gov- 
ernmental system” which would undermine the now 
burgeoning private system of health coverage. He 
also took issue with the arithmetic of Mr. Forand 
and his associates, pointing out that the cost of the 
Forand program would be some 50 per cent above 
the cost estimated by the authors. 


On the day following Mr. Flemming’s appearance, 
Doctor T. Eric Reynolds, president of the California 
Medical Association, testified before the same com- 
mittee. 


Doctor Reynolds cited the experience in Cali- 
fornia where earnest effort already is being made 
through voluntary plans to find a way by which 
most persons over age 65 can themselves pay for the 
medical care they need and where a sound county 
hospital system has, for many years, provided good 
medical and hospital care for all eligible citizens. 


Doctor Reynolds also touched on some of the 
other factors affecting our older citizens. He spoke, 
as a physician, of the need of retaining in our older 
citizens a sense of the spirit of self-determination 
and independence which these people had achieved 
during the first 65 years of their lives. In this re- 
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spect he spoke of the physicians’ belief that “ways 
to present a continuing challenge to their minds and 
hearts should be developed.” 

It is to be hoped that Doctor Reynolds’ and Mr. 
Flemming’s statements to the Ways and Means Com- 
mittee will help the members of that group to think 
a little beyond the political expediency of granting 
increased benefits to Social Security recipients. 

Although it would seem, adding together the eco- 
nomic arguments of a Cabinet member and the hu- 
man arguments of a physician, that the proposed 


Forand legislation could hardly be expected to be 
enacted this year, the problem for medicine is not 
simply one of delaying or successfully opposing a 
specific bill at the present session, for it must be 
borne in mind as a political practicality that some 
such proposal may seem considerably more attrac- 
tive to Congress in the coming election year of 1960. 

Medicine’s problem, both medical and political, 
is to find ways to deal with medical care for the 
aged that are better than any government plan that 
might be offered with prospect of enactment. 


Letters to the Editor... 


The Physician and The Press 


IF WE HAVE personal problems and are confronted 
with situations that threaten our very existence, we 
certainly would not push away the helping hand of 
a friend. But this is exactly what we are doing as 
a profession. In our continuous fight for improved 
medical care for everyone, in our struggle against 
superstition, in our opposition to socialized medi- 
cine, in our efforts to use preventive medicine to its 
capacity—in all these enterprises we need the co- 
operation and understanding of our patients and 
the public in general. 

When a physician recently concluded a lecture 
to a lay group on the subject, “How Your Doctor 
Makes His Diagnosis,” a colleague who was in the 
audience approached the speaker and said, “If 
everyone knew what these people know now, the 
practice of medicine would be much easier.” 

Considering these facts it is all the more surpris- 
ing that many of us give so little cooperation to those 
who can help us more than anyone else—the men 
of the press. The journalist is the liaison officer 
between the medical profession and the public, He 
can present and analyze our viewpoints, he can ex- 
plain what socialized medicine would do to our 
country, he can destroy misconceptions about our 
daily work, our fees, our hospitals, Why, then, 
should one of us brush off a reporter who inquires 
about a newsworthy story with an impolite, “No 
comment.” A monthly magazine has recently pub- 
lished an exaggerated article against our hospitals; 
a daily newspaper published on the front page the 
name of a physician who was sued by a hostile 
patient and, although the court found the doctor 
completely innocent, damage to his name was done. 
A reporter talks about “. . . those rich doctors with 
their swimming pools and Cadillacs . . .” while you 
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just got a small home on a GI loan and are still 
paying on your 1954 Ford. Could it be that because 
of occasional occurrences like this we are prejudiced 
against all newsmen? Could it be that these stories 
would not have been published if we had given our 
side of the story? 

The newspaperman has a broad education in all 
fields and his job is to present the current news and 
to comment upon it. He has to be honest, persistent, 
dedicated and a good writer, he has to be polite and 
at the same time is probably more often insulted 
than any other working man. The newspaperman 
like the doctor works hard. He is “on call” day and 
night and he has to study all his life. He, too, works 
for an ideal: To inform the public and, by doing 
so, possibly making the world just a little more of 
an understanding and tolerant place to live. It is 
his duty to the newspaper and the general public to 
get the news. To achieve this purpose he is anxious 
to cooperate with us. If he cannot get the story from 
us, he will get it from some other place and this 
may mean distortion, half truth and error. The fact 
that he has to work continuously against time to 
meet his deadline makes his work even more com- 
plicated. 


If you are approached by an editor or reporter 
about a story, you may be afraid that your view- 
point might not find approval by your colleagues 
or that it would be considered “advertising” if your 
name appears. In such a case, don’t refuse your 
cooperation but tell the newsman that you will write 
the story and send it to the medical association 
which in turn will revise it if necessary and turn it 
over to the press. If you have promised this, do it 
the same day because what is news today is not 
news tomorrow and “the other side of the story” 
might not be exactly what you want published. If 
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you have a good idea about something that should 
be brought to the attention of the general public, 
follow the same procedure. Progress is not made by 
people who have good ideas but by those who carry 
them out. If professional ethics forbid telling a 
newspaper reporter about what he asks, simply ex- 
plain truthfully why you cannot do it. 


We have to treat the press as we want them to 
treat us. Their questions should be answered hon- 
estly and there is no room for any “off the record” 
statements. To tell a reporter anything “off the 
record” is unfair. It is especially embarrassing if 
some other editor finds out the same facts and by 
publishing them gives you the impression that the 
reporter has not kept his word. 


When giving information, use the same language 
you would use to explain something to a patient. 
Even if the reporter understands your technical 
terms completely, he might not have the time or 
ability to translate them into lay-language. If you 
meet a newspaperman at a social gathering or at the 
club meeting, tell him that you appreciate the im- 
portance of his work and that you respect his pro- 
fession. You might mention to him facts that you 
want the public to know and that are in honor of 
our society, such as enlargement or new equipment 





of a hospital, awards to local physicians, the anni- 
versary of the Auxiliary, elections and scientific 
meetings that might be of interest to our community. 

If you read a story concerning medical matters 
in a newspaper and you notice a minor error such 
as the misspelling of a physician’s name, don’t 
complain about it; such errors sometimes are made 
in the deadline race. If you find important inaccur- 
acy, however, by all means see to it that the editor 
knows about it by calling yourself or dealing through 
the secretary of your medical association. 

If we all, not only individually but through our 
state and national medical organizations would 
show more cooperation with the press, which is the 
most important link between us and the public in 
general, there would be probably fewer lawsuits, less 
quackery, more cooperation by our patients and 
perhaps not even the threat of socialized medicine. 
Maybe we have just as many misconceptions about 
the newsman as he has about us. 

It is the newspapers’ duty to give the public hon- 
est, unbiased and complete information and it is 
our duty to heal the sick. Let’s help each other in 
our endeavors. 

Kurt Scunitzer, M.D., Editor 


Orange County Medical 
Association Bulletin 
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MEDICAL ASSOCIATION 


C.M.A. President Testifies in Forand Bill Hearings 


Following is the testimony of T. Eric Reynolds, 
M.D., President of the California Medical Asso- 
ciation, before the Ways and Means Committee 
of the U. S. House of Representatives concerning 


H.R. 4700 (the Forand bill) July 14, 1959: 


My NAME is T. Eric Reynolds. Since 1926 I have 
practiced medicine at Oakland, California. Although 
I trained in surgery and am a member of the Amer- 
ican College of Surgeons, I have maintained a gen- 
eral practice. I am the President of the California 
Medical Association. For several years I was Presi- 
dent of California Physicians’ Service, California’s 
Blue Shield Plan. I recently served as chairman of 
a special committee of the California Medical Asso- 
ciation on problems of the aged and I am appearing 
here on behalf of the California Medical Association. 


Physicians in California have been mindful of 
the medical care needs of our aged population and 
of the fact that all of us may expect a longer life 
span than our forefathers. To a great degree the 
medical problems of the aged are rooted in the 
mores of our culture. Also, to a great extent, our 
medical problems after the age of 65 are determined 
by such things as (1) the care of the individual 
before that time, (2) his or her attention to infec- 
tions, (3) mental cultivation and relaxation, (4) 
physical fitness and exercise, (5) smoking habits, 
(6) the use of alcohol, (7) weight control and, 
lastly, food habits. Perhaps vitamins and hormones, 
both natural and synthetic, play some part, and cer- 
tainly part of it is pure caprice, such as the factor 
of injury or exposure and stress and strain beyond 
the control of the individual. Heredity is definitely 
a factor in the medical problems of older people. 
Indeed, barring accidents, the choice of ancestors 
often determines whether an individual will qualify 
to reach that category. 


It is my opinion that the two most prevalent diffi- 
culties of old age are (1) boredom and (2) lone- 
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liness, and that much of the medical attention that 
old people seek is traceable to these two underlying 
conditions. 

There is a lot more to this problem than the pass- 
ing of a compulsory insurance law and the spending 
of public money to provide certain hospitalization 
benefits. 

For persons who have spent 65 years developing 
a spirit of independence and self-reliance, we would 
advise, as physicians, that ways to present a con- 
tinuing challenge to their minds and hearts should 
be developed. We believe that voluntary health in- 
surance can well be one of the means by which peo- 
ple can continue to be self-reliant. 


With respect to availability of health insurance 
for persons over 65, California has many existing 
group insurance plans under which retirees may 
continue health and welfare benefits. Our Blue 
Shield and Blue Cross plans have for years incor- 
porated the continuance of membership after retire- 
ment as a right—rather than a privilege—and we 
have over 150,000 retirees currently enrolled. 

During the year, three large insurance companies, 
through statewide newspaper announcements, made 
available at modest cost, contracts for individuals 
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over 65, on an individual enrollment basis, provid- 
ing indemnification for hospital costs and surgical 
fees. 

The California Medical Association, after years 
of study of both the medical and economic needs 
of the aged, directed California’s Blue Shield Plan 
—California Physicians’ Service—by a unanimous 
vote of the House of Delegates, to offer to all Cali- 
fornians aged 65 and over, an individual enroll- 
ment contract providing service benefits for surgery, 
and physicians’ care, both in the hospital and, most 
importantly, on an outpatient basis, in the home or 
the physician’s office. C.P.S. immediately developed 
this contract, and on June 1, 1959, made it available 
throughout the state. I offer to you for the records 
of the committee, copies of the newspaper adver- 
tisement that appeared June 1 and June 9 through- 
out the State of California. 

I should like to emphasize that the contracts 
offered by the insurance carriers and Blue Shield in 
California are not merely in the planning stage. 
They are in being, and available on the market. 

You will note that the Blue Shield program con- 
centrates on professional services. It does not cover 
hospitalization. The reason for this is that Califor- 
nia physicians have agreed to provide service bene- 
fits for low income retirees at reduced fees, in order 
to hold the monthly dues rates within the ability of 
the low income group to pay, and in order to pro- 
vide the home and office outpatient care which con- 
stitutes the greatest day-to-day medical need of the 
aged population, and the greatest drain upon its 
income. 

This program dovetails with that of the California 
county hospital system. For almost a century we 
have had a system of county owned and operated 
hospitals, staffed voluntarily and without charge by 
the physicians of the state. By custom and by law 
in California, the facilities of our county hospitals 
are open to persons who have income or resources 
of their own, but which would not be adequate to 
cover the cost of private hospital care. 

We believe that we have more than made a start 
toward economic security for our aged population 
in the area of medical care costs, through existing 
voluntary health care plans, including the right of 
continued coverage after retirement, as well as 
through our individual contracts for those 65 and 
over. 

Further—and this I wish to emphasize—our pro- 
grams are available to all persons 65 and over. They 
are not restricted to those covered under the Social 
Security Act. They are available as well to those 
who were self-employed or otherwise not qualified 
for Social Security. In this respect, our voluntary 
approach is more inclusive than the proposed legis- 
lation before you. 
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The California Medical Association urges that 
government should not provide compulsory health 
insurance for those over 65 until and unless it has 
been proved that voluntary insurance cannot do the 
job. In the area of health care of the aged, we are 
confident that voluntary efforts toward budgeting 
the cost of illness for the aged will continue to de- 
velop rapidly and will solve the problem. 

Enactment of compulsory insurance at this time 
will destroy many programs now in effect. 

I believe there is a parallel in an event that oc- 
curred in California some 14 years ago. In January, 
1945, our State Legislature was urged to enact com- 
pulsory health insurance on the ground that volun- 
tary health insurance had proven inadequate. 

At that time, our Blue Shield plan was barely six 
years old and still pioneering an idea that was 
strange and new to the public, and to medical per- 
sonnel as well. Its acceptance as a viable mechanism 
had not been great, and total membership stood at 
a little over 106,000 persons. Commercial insurance 
carriers, watching our performance, offered little 
to supplement it. 

Nevertheless, the California Medical Association 
opposed the compulsory proposal and urged the 
Legislature and the people of California to give 
private initiative, which had made a bold beginning, 
a reasonable opportunity to develop and establish 
itself. The Legislature heeded the plea and rejected 
the compulsory proposal. 

In the next decade, voluntary health insurance 
coverage literally spread like wildfire. In the five 
years from 1945 to January 1950, our C.P.S.-Blue 
Shield membership increased more than eightfold. 
In various combinations of benefits, insurance car- 
riers entered the medical field in great numbers 
and with competitive vigor. Blue Cross extended its 
well-warranted influence in the market. Group prac- 
tice plans competed for the public’s attention. The 
concept of labor-management “trusteed” health and 
welfare plans quickly took root in California, after 
the Inland Steel decision in the late 1940s. 

The Health Insurance Institute has reported that 
California leads the nation in the amount of dis- 
bursements under health insurance contracts in 
1958. Carriers paid out over $316,000,000 in our 
state to meet liabilities incurred for hospital and 
physicians’ services. 

The extensive availability of coverage following 
retirement has resulted in millions of Californians 
being protected against the costs of illness and in- 
jury by voluntary health insurance programs. Pri- 


vate initiative, coupled with social responsibility, 


has made this achievement possible. 
We submit that California’s newest voluntary pre- 
paid medical care plan for the aged is not the per- 
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fect plan any more than were our initial efforts with 
our Blue Shield program. However, we are making 
a start—we are heading in the right direction. 

Changes in a voluntary plan can be made as ex- 
perience indicates. And these changes can be made 
to conform with varied local needs. 

The problems of the aged are manifold and sen- 
sitive. Physicians are in a unique position to evalu- 
ate some of these problems, for when we see these 
elderly people they usually tell us about their prob- 


lems—medical and otherwise. I am taking the lib- 
erty of filing herewith an address I delivered a few 
weeks ago to the Western Branch, American Public 
Health Association, in which I expressed some 
additional thoughts on this subject. I hope the ideas 
developed in it may be useful to you in your delib- 
erations. I still believe, as I stated before, there is a 
lot more to all this than the passing of a law. 

I want to express our appreciation for the op- 
portunity to discuss this matter with this committee. 





Council Meeting Minutes 


Tentative Draft: Minutes of the 449th Meeting of 
the Council, Santa Barbara, Biltmore Hotel, May 
9 and 10, 1959. 


The meeting was called to order by Chairman 
Lum in Room A of the Biltmore Hotel, Santa Bar- 
bara, on Saturday, May 9, 1959, at 9:30 a.m. 


Roll Call: 


Present were President Reynolds, President-Elect 
Foster, Speaker Doyle, Vice-Speaker Heron, Secre- 
tary Hosmer and Councilors MacLaggan, Wheeler, 
Todd, Quinn, O’Neill, Kirchner, O’Connor, Shaw, 
Gifford, Harrington, Davis, Sherman, Campbell, 
Lum, Bostick and Teall. Absent for cause, Editor 
Wilbur. 


A quorum present and acting. 
Present by invitation were Messrs. Hunton, 


Clancy, Thomas, Whelan, Marvin, Edwards and Col- 
lins of C.M.A. staff; Eugene Salisbury of the Public 
Health League of California; Messrs, Hassard and 
Huber, legal counsel; county executives Scheuber of 
Alameda-Contra Costa, Nute of San Diego, Dermott 
of Sonoma, Geisert of Kern, Dochterman of Sacra- 
mento, Bannister of Orange, Pettis and Field of Los 
Angeles, Wood of San Mateo, Donovan of Santa 
Clara, Brayer of Riverside, and Thompson of San 
Joaquin; Dr. Daniel Blain, director of the State 
Department of Mental Hygiene; Mr. Jack Wede- 
myer, director, and Dr. John Keye, Medical Direc- 
tor, of the State Department of Social Welfare; 
William Rogers of the California Academy of Gen- 
eral Practice; Wilson Wahlberg of California Phy- 
sicians’ Service; Dr. James Dalton, President of 
the Santa Barbara County Medical Society; and 
Drs. Joseph Telford, Francis E. West, Werner Hoyt, 
Dan O. Kilroy, Francis J. Cox and Alfred Auerback. 


1. Minutes for Approval: 


On motion duly made and seconded, minutes of 
the 448th meeting of the Council, held April 11, 
1959, were approved. 
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2. Membership: 

(a) A report of membership as of May 6, 1959, 
was presented and ordered filed. 

‘ (b) On motion duly made and seconded, 218 de- 
linquent members whose dues had been received 
since April 11, 1959, were reinstated. 

(c) On motion duly made and seconded in each 
instance, ten applicants were voted Retired Mem- 
bership. These were: Harold D. Berlin, Alameda- 
Contra Costa County; Leslie H. Butka, George H. 
Ernsberger, Roscoe A. Ford, Philip A. Reynolds, 
Manuel H. Haig, Elizabeth B. Hammons, William 
W. Hutchinson, Walter M. Jones, Los Angeles 
County, and Raymond H. Munford, Orange County. 

(d) On motion duly made and seconded in each 
instance, 13 applicants were voted Associate Mem- 
bership. These were: John H. Baier, Arthur Kassel, 
John C. Reidenbach, Franco Sangalli, Bernice R. 
Walters, Alameda-Contra Costa County; John J. 
Harris, Charles A. Holley, Rose DeM. Jenkins, Ruth 
Anne McCormick, Daniel Stowens, Charlotte S. 
Tyler, Los Angeles County; Grover J. Liese, San 
Francisco County, and Ruth H. Winzeler, Ventura 
County. 

(e) On motion duly made and seconded, reduc- 
tions in dues were voted for seven members be- 
cause of illness or postgraduate study. 


3. Liaison Committee with California Hospital 
Association: 

Dr. Francis E. West presented a draft of pro- 
posed guides for the conduct of physicians in hos- 
pitals, asked for suggestions which might be shown 
in a succeeding draft and reported that the liaison 
committee would meet with hospital representatives 
for a further review of the suggested guides, He 
reported that the committee wished to retain one 
proposed guide to the effect that hospital staffs 
should select their own department chiefs rather 
than have such selections made by others. On mo- 
tion duly made and seconded, it was voted to au- 
thorize the Committee for Emergency Action to 
approve this tenet in a later draft. 
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4. Report of the President: 


President Reynolds reported on a meeting of the 
Committee on Medical Care Plans, under the Coun- 
cil on Medical Services of the American Medical 
Association. The regional conference was held in 
Memphis and devoted its attention to plans for the 
care of the aged. Dr. Werner Hoyt supplemented 
Dr. Reynolds’ report with quotations by a number 
of the participants in the conference. 


5. Report of the President-Elect: 


President-Elect Foster reported on meetings held 
with local and state officials of the Department of 
Motor Vehicles on the subject of medical provisions 
to reduce accidents caused by motorists with epi- 
lepsy or other convulsive conditions. The State 
Director of Motor Vehicles plans to bring in a 
report on this subject which Dr. Foster will bring 
before the Council. 


6. Commission on Medical Services: 


(a) Dr. Joseph W. Telford, reporting for the 
Committee on Uniform Claim Forms, presented the 
draft of a form which the committee would like to 
provide for physicians in selected areas on a pilot 
basis, to determine whether or not such form is 
adequate and acceptable to both physicians and in- 
surance carriers. He suggested that $3,000 be pro- 
vided for such a test. This request was deferred to 
the financial section of the meeting. 

(b) Chairman Reynolds of the ad hoc Committee 
on Problems of the Aging, and Dr. Thomas Elmen- 
dorf, chairman of the Committee on Indigent and 
Aged, reported on a joint meeting held the preced- 
ing evening. Dr. Elmendorf presented the recom- 
mendations of the joint committees, which included 
(1) a continuing study of needs, unmet needs, fa- 
cilities and resources for the care of the aged be 
made, (2) a directory of nursing home, hospital 
and other facilities in all areas of the state be pub- 
lished, (3) that a special meeting of the House of 
Delegates be scheduled for August or September, 
to which the expenses of county committee chair- 
men would be paid, and (4) that the name of the 
Committee be changed to “Committee on Problems 
of the Aging.” 

On motion duly made and seconded, it was voted 
to receive this report for informational purposes, 
that copies be prepared and distributed to the mem- 
bers of the Council and of the Commission on Medi- 
cal Services and that the recommendations of the 
Commission be considered at a subsequent meeting. 

On motion duly made and seconded, it was voted 
to authorize the President to write immediately to 
the presidents of all county societies to reiterate 
the 1959 House of Delegates resolutions relative 
to the aging population. 
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(c) Chairman F. J. Cox reported on a meeting 
between the Committee on Fees and the Committee 
for Emergency Action on the question of determin- 
ing dollar factors for the Relative Value Study on 
a county basis and on other matters. A report was 
submitted. 

On motion duly made and seconded, it was voted 
to furnish factors to the county societies on their 
request, on the basis of the current study. 

(d) On the subject of rehabilitation, it was regu- 
larly moved, seconded and voted to create a sub- 
committee of the Commission of Medical Services 
to study the feasibility of a study of nursing homes 
and other facilities, such committee to include 
representatives of other committees having an in- 
terest in rehabilitation; the chairman of the Com- 
mission to appoint the subcommittee. 

(e) Dr, Cox reported that he, Mr. Hassard and 
Mr. Whelan had attended four hearings of the In- 
dustrial Accident Commission on the Association’s 
application for revision of selected fees in the in- 
dustrial fee schedule. The Industrial Accident Com- 
mission now has the application under considera- 
tion. 

(£) Relative to legislative proposals for the pro- 
vision of health insurance for federal employees, it 
was regularly moved, seconded and voted to author- 
ize the Commission to follow these proposals and 
report on them when such reports are indicated. 

(g) Relative to Resolution No. 14 of the 1959 
House of Delegates, which called for a separation 
of cost items in billings for health insurance cover- 
ages, it was pointed out that unless all health in- 
surance carriers followed this practice, unfair com- 
petitive advantages might result. On motion duly 
made and seconded, it was voted to invite represen- 
tatives of all type of carriers to discuss this proposal. 

(h) Dr. Cox submitted a proposed letter to com- 
ponent societies implementing the Council resolu- 
tion on usual fees (March, 1959, Council meeting, 
item 3); on motion duly made and seconded it was 
voted to approve the letter. 

(i) A proposal for the appropriation of an addi- 
tional $5,000 to carry on the Commission’s work to 
the end of the fiscal year was deferred to the finan- 
cial section of the meeting. 


7. State Department of Mental Hygiene: 


The chairman introduced Dr. Daniel Blain, newly 
appointed Director of the State Department of Men- 
tal Hygiene, and welcomed him to this and later 
meetings. 

Dr. Blain expressed his desire to work with medi- 
cal organizations and reported that a basic policy 
in the department would be to furnish mental health 
care on a community basis, to provide care in state 
hospitals designed to minimize the time spent by 
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patients in these hospitals and to minimize the need 
for construction of additional hospitals. 


8. State Department of Social Welfare: 


Dr. Sherman, chairman of the Liaison Committee, 
reported on a meeting of the committee earlier in 
the day with Dr. John Keye and Mr. Jack Wede- 
myer of the Department of Social Welfare relative 
to the time limit for billing and other matters. 

Dr. Sherman introduced Mr. Jack Wedemyer, 
newly appointed Director of the State Department 
of Social Welfare, who reported that a legislative 
bill was now on its course through the State Legis- 
lature which would set a 60-day time limit on bill- 
ings by physicians for their services to welfare re- 
cipients. He asked the Council to consider this 
measure and advise him of its wishes. On motion 
duly made and seconded, it was voted to propose 
that this limit be set at six months and to instruct 
the Committee on Legislation to follow this legisla- 
tion with that end in mind. 


9. Committee on Nominations: 


(a) Dr. Bostick proposed that Drs, Francis E. 
West and Stanley R. Truman be named as members 
of the Advisory Committee to the Woman’s Aux- 
iliary. On motion duly made and seconded, these 
nominations were approved, (The President, Presi- 
dent-Elect and Secretary also serve on this com- 
mittee. ) 

(b) Dr. Bostick recommended that the Commit- 
tee on Traffic Safety, which has functioned without 
standing committee status for two years, be made 
a subcommittee of the Committee on Industrial 
Health. This proposal was tabled and taken up later 
under the report of the Commission on Community 
Health Services. 

(c) Dr. Bostick recommended that a proposal 
from the House of Delegates for a study of a possi- 
ble Basic Science Law be referred to the Commis- 
sion on Public Policy, with authority for that 
commission to appoint a subcommittee on this pro- 
posal. On motion duly made and seconded, this 
recommendation was approved. 

(d) For liaison with the California Teachers 
Association, Dr. Bostick proposed that a subcom- 
mittee be named under the Committee on School 
Health, the chairman of the Commission on Com- 
munity Health Services to name the members of 
the subcommittee. On motion duly made and sec- 
onded, this proposal was approved. 

(e) For the Committee on Public Relations, Dr. 
Bostick nominated Dr. William F. Quinn to replace 
Dr. Wayne Pollock, resigned. On motion duly made 
and seconded, this proposal was approved. 


10. Commission on Community Health Services: 


Chairman MacLaggan of the Commission on 
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Community Health Services reported on several 
items resulting from-a commission meeting. Among 
these were: 

(a) Relative to Resolution No. 78 of the 1959 
House of Delegates, the commission recommended 
that the primary objective should be the education 
of physicians in the indications for cytology exam- 
inations and that this education be carried on as a 
part of the educational programs of the Cancer 
Commission rather than through publications of 
the Association or the county societies. 

On motion duly made and seconded, this pro- 
cedure was approved. 

(b) Relative to Resolution No. 29, the com- 
mission recommended that the general principles 
of ethics pertaining to consultations and rendering 
of bills for consultative services be published in 
Newsletter and that reference be made to the fact 
that the interpretation of cytology smears is in this 
category. On motion duly made and seconded, this 
procedure was approved. 

(c) With reference to appointment of a Com- 
mittee on Traffic Safety (see item 9(b)) Dr. Mac- 
Laggan recommended that this committee be made 
an ad hoc committee under the Commission on 
Community Health Services. On motion duly made 
and seconded, this proposal was approved. The 
chairman named the former committee, which in- 
cluded Drs. Lewis F. Ellmore of Orange County, 
Eugene Webb of San Francisco and Chester K. 
Barta of San Diego, with Ralph Teall of Sacra- 
mento serving ex-officio, 


11. Commission on Public Policy: 


Chairman Dan O. Kilroy, reporting for the Com- 
mittee on Legislation, stated that a testimonial din- 
ner was to be given for Assemblyman Byron Rum- 
ford, chairman of the Assembly Committee on 
Public Health. On motion duly made and seconded, 
it was voted to prepare a suitable resolution for this 
occasion, for presentation to Mr. Rumford by Pres- 
ident Reynolds. 

Mr. Hassard reported on the status of several 
legislative bills, among them Assembly Bill 1390, 
which would redefine insanity for legal reasons. 
Since there has been a question raised by some 
district attorneys on the language of this bill, Mr. 
Hassard recommended that the Committee on Men- 
tal Health meet with the Association of District 
Attorneys to clarify any points in question. On 
motion duly made and seconded, this proposal was 
authorized. 

Mr. Eugene Salisbury reported on the status of 
several additional bills now before the Legislature. 


12. Financial: 


(a) Mr. Hassard presented a revised type of 
financial report and discussed the various items. 
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AUTUMN MEETING FOR 
CMA AND COUNTY SOCIETY 
KEY PERSONNEL 


A two-day Autumn meeting at which county 
society officials and key personnel of active 
committees will meet with officers, committee 
leaders and members of the staff of the Cali- 
fornia Medical Association for reports and ex- 
change of information on various programs of 
interest to the medical associations is now in 
the planning stage. 

The meeting, to be held in Los Angeles prob- 
ably early in October, was proposed by the 
CMA Commission on Medical Services and ap- 
proved by the Council. It will take the place of 
the one-day gathering of county society officers 
that formerly was held in January each year. 
The earlier date and the expanded meeting 
were recommended because of the need to for- 
mulate and begin carrying out association pro- 
grams in various fields, particularly medical 
care for persons over 65 years of age. 

A special committee has been appointed to 
work out an agenda and other details of the 
meeting. 


It was agreed that this type report, showing a 
projected cash position, should be prepared at three- 
month intervals, 


(b) Mr. Hassard suggested that the independent 
auditors be asked this year and at about three-year 
intervals to review all accounting procedures used 
by the Association. On motion duly made and sec- 
onded, it was voted to authorize a sum estimated 
at about $500 for this purpose. 


(c) On motion duly made and seconded, it was 
voted to authorize an additional $5,000 to the 
Commission on Medical Services to enable it to 
complete work in process. 


(d) On motion duly made and seconded, it was 
voted to authorize not more than $2,000 to permit 
the Committee on Uniform Claims Forms to carry 
out a pilot study on the use of a proposed form. 


13. Committee on Scientific Work: 


(a) The report of the Committee on Scientific 
Work was considered and it was agreed to defer 
until the next meetings the committee’s proposals 
(1) that the Annual Session dates be set for the 
latter part of February each year, and (2) that a 
period of three days be allowed between sessions of 
the House of Delegates to allow better attendance 
at scientific meetings. 


(b) On motion duly made and seconded, it was 
voted to approve the committee’s suggestion that 
the President’s Dinner at each Annual Session be 
made a combined function with the Woman’s Aux- 
iliary, with provision for a joint reception prior to 
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the dinner and elimination of the Auxiliary recep- 
tion as an individual event. 


14. Commission on Professional Welfare: 

(a) Chairman Kirchner of the Commission on 
Professional Welfare recommended that a paper 
prepared under the commission’s direction on the 
question of privilege for physicians be published in 
CauirorniA MEpicinE. On motion duly made and 
seconded, it was voted that this paper be submitted 
to the editor for publication upon his approval. 

(b) Relative to major hospitalization group in- 
surance, it was reported that county society repre- 
sentatives had urged endorsement of Plan III, to be 
underwritten by California Physicians’ Insurance 
Corp. On motion duly made and seconded, it was 
voted to approve this plan and underwriter and to 
urge California Physicians’ Insurance Corp, and 
the commission to investigate the feasibility of pro- 
viding coverage for senior physicians who might 
not be continuing in practice. 

On motion duly made and seconded, it was voted 
to offer this plan to the county societies through 
California Physicians’ Insurance Corp. 


15. Liaison Committee with California State Bar: 

Chairman West of the Liaison Committee with 
the California State Bar recommended that the 
county societies adopt the code of cooperation be- 
tween physicians and attorneys which has been pre- 
pared by the joint committees. On motion duly 
made and seconded, it was voted to approve this 
proposal. 


16. California Physicians’ Service: 

President Arlo A. Morrison of C.P.S. reported 
that plans are under way to offer the new contract 
for persons above 65 years of age. Offering is 
planned for June 1. 

Dr. Morrison suggested that the Council consider 
approval of statewide offering of a regular contract 
under a $7,200 annual income ceiling and using a 
$5 factor under the Relative Value Study. 

17. Association Mailing List: 

Two requests for use of the Association mailing 
list were considered and both rejected under policies 
in force for a number of years. 

18. Time and Place of Next Meeting: 

The chairman announced, the Council concurring, 
that the next meeting would be held June 27 in San 
Francisco and the following meeting August 8 in 
Los Angeles. 

Adjournment: 

There being no further business to come before 
it, the meeting was adjourned at 9:40 a.m., Sunday, 
May 10, 1959. 

Donatp D. Lum, M.D., Chairman 
MatrHew N. Hosmer, M.D., Secretary 
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Annual Meeting 


Ambassador Hotel 
LOS ANGELES 


February 21 to 24, 1960 


Papers for Presentation 


If you have a paper that you would like to 
have considered for presentation, it should 
be submitted to the appropriate section sec- 
retary (see list on this page) no later than 
August 31, 1959. 


Scientific Exhibits 

Space is available for scientific exhibits. 
If you would like to present an exhibit, 
please write immediately to the office of the 
California Medical Association, 450 Sut- 
ter Street, San Francisco 8, for application 
forms. To be given consideration by the 
Committee on Scientific Work, the forms, 
completely filled out, must be in the office 
of the California Medical Association no 
later than September 1, 1959, (No exhibit 
shown in 1959, and no individual who had 
an exhibit at the 1959 session, will be eli- 
gible until 1961.) 


Medical Motion Pictures 

The daytime Film Symposiums which 
proved so popular during the 1959 sessions 
will be continued in 1960. Evening film pro- 
grams will be planned for doctors, their 
wives, nurses and ancillary personnel. 

Authors desiring to show films should 
send their applications to Paul D. Foster, 
M.D., California Medical Association, 2975 
Wilshire Blvd., Los Angeles 5. All authors 
are urged to be present at the time of show- 
ing as there will be time allotted for discus- 
sion and questions from the audience after 
each film. 

Deadline is October 1, 1959. 


PLANNING MAKES PERFECT 
AN EARLY START HELPS 


SECRETARIES OF SCIENTIFIC SECTIONS 





ALLERGY . Gardner S. Stout, Acting Secretary 


39 North San Mateo Drive, San Mateo 


ANESTHESIOLOGY . ... . Roger W. Ridley 

5914 Birch Street, Riverside 

DERMATOLOGY AND SYPHILOLOGY Edward L. Laden 
301 North Prairie Avenue, Inglewood 


EAR, NOSE AND THROAT . Heinrich W. Kohimoos 
426 17th Street, Oakland 12 


EYE . Earle H. McBain 


1530 Fifth Avenue, San Rafael 


GENERAL PRACTICE . ° Floyd K. Anderson 
1233 North Vermont, Los Angeles 29 


GENERAL SURGERY ... . Philip R. Westdahi 
490 Post Street, San Francisco 2 


INDUSTRIAL MEDICINE AND SURGERY . Robert C. Rossberg 
1660 South Alameda Street, Los Angeles 21 


INTERNAL MEDICINE ... Charlies D. Armstrong 
1111 University Drive, Menlo Park 


OBSTETRICS AND GYNECOLOGY John C. McDermott 
2010 Wilshire Boulevard, Los Angeles 57 


ORTHOPEDICS . . . . «2. « « Carl E. Horn 

2901 Capitol Avenue, Sacramento 16 

PATHOLOGY AND BACTERIOLOGY . Robert L. Dennis 
675 East Santa Clara Street, San Jose 12 

PEDIATRICS . , & @ ens James L. Dennis 

5105 Dover Street, Oakland 9 


PHYSICAL MEDICINE. . Joseph E. Maschmeyer 
1720 Brooklyn Avenue, Los Angeles 33 


PSYCHIATRY AND NEUROLOGY 
909 Hyde Street, San Francisco 9 


Leon J. Whitsell 


PUBLIC HEALTH Siti (ie ahaa a Merle E. Cosand 
316 Mountain View Avenue, San Bernardino 


RADIOLOGY a ee. we oe Frank C. Binkley 
635 East Union Street, Pasadena 1 
UROLOGY Morrell E. Vecki 


450 Sutter Street, San Francisco 8 
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In Memoriam 


Brooks, HEerBert THomas. Died in San Marino, June 29, 
1959, aged 77. Graduate of University of Nashville Medical 
Department, Tennessee, 1906. Licensed in California in 1919. 
Doctor Brooks was a member of the Los Angeles County 
Medical Association. + 


Cuitpress, Marmion Huco. Died June 1959, aged 66. 
Graduate of University of California School of Medicine, 
Berkeley-San Francisco, 1921. Licensed in California in 1921. 
Doctor Childress was a member of the San Francisco Med- 
ical Society. ‘ 


Dewuirst, WiILLIAM Hamer, Jr. Died in Merced, June 2, 
1959, aged 43, of heart disease. Graduate of McGill Univer- 
sity Faculty of Medicine Montreal, Quebec, Canada, 1947. 
Licensed in California in 1948. Doctor Dewhirst was a mem- 
ber of the Merced County Medical Society. 


+ 


GuorM ey, RatpH K. Died June 6, 1959, aged 66, of heart 
disease. Graduate of Johns Hopkins University School of 
Medicine, Baltimore, Maryland, 1918. Licensed in California 
in 1958. Doctor Ghormley was a member of the Monterey 
County Medical Society. 


Hetwic, Georce FreEeMAN. Died June 17, 1959, aged 52. 
Graduate of University of Kansas School of Medicine, Law- 
rence-Kansas City, Kansas, 1932. Licensed in California in 
1953. Doctor Helwig was a member of the Orange County 
Medical Association. 


+ 


Jounston, Hersert ALLAN. Died June 10, 1959, aged 85. 
Graduate of University of Southern California School of 
Medicine, Los Angeles, 1898. Licensed in California in 1898. 
Doctor Johnston was a retired member of the Orange County 
Medical Association and the California Medical Association, 
and an associate member of the American Medical Associa- 
tion. 

cy 


Ketiy, Marcus G. Died July 3, 1959, aged 52, of a cere- 
bral vascular accident. Graduate of St. Louis University 
School of Medicine, Missouri, 1932. Licensed in California 
in 1933. Doctor Kelly was a member of the San Diego 
County Medical Society. 


Kreme_rs, Epwarp D. Died June 23, 1959, aged 78. Gradu- 
ate of University of Michigan Medical School, Ann Arbor, 
Michigan, 1903. Licensed in California in 1922. Doctor 
Kremers was a retired member of the Los Angeles County 
Medical Association and the California Medical Association, 
and an associate member of the American Medical Associa- 
tion. + 


LEETE, CAROLINE McQuiston. Died June 2, 1959, aged 82. 
Graduate of University of Southern California School of 
Medicine, Los Angeles, 1903. Licensed in California in 1904, 
Doctor Leete was a retired member of the Los Angeles 
County Medical Association and the California Medical As- 
sociation, and an associate member of the American Medical 
Association. . 


Moore, Paut H. Died in Hollywood, June 8, 1959, aged 
68. Graduate of Western Reserve University School of Medi- 
cine, Cleveland, Ohio, 1918. Licensed in California in 1929. 
Doctor Moore was a member of the Los Angeles County 
Medical Association. ‘ 


Morrow, James JosepH. Died June 11, 1959, aged 60. 
Graduate of University of Minnesota Medical School, Minne- 
apolis, Minnesota, 1924. Licensed in California in 1940. 
Doctor Morrow was a member of the Los Angeles County 
Medical Association. 


+ 


O’DonneELL, JoserH M. Died in Hollister, May 25, 1959, 
aged 81. Graduate of University of California School of 
Medicine, Berkeley-San Francisco, 1902. Licensed in Cali- 
fornia in 1902. Doctor O’Donnell was a member of the San 
Benito County Medical Society, a life member of the Cali- 
fornia Medical Association, and a member of the American 
Medical Association, 


+ 


THompson, CLARENCE P. Died June 9, 1959, aged 73. 
Graduate of University of Toronto Faculty of Medicine, 
Ontario, Canada, 1907. Licensed in California in 1907. Doc- 
tor Thompson was a member of the San Francisco Medical 
Society. + 


Warrick, JosepH Denney. Died May 3, 1959, aged 63. 
Graduate of Chicago College of Medicine and Surgery, Illi- 
nois, 1917. Licensed in California in 1949. Doctor Warrick 
was an associate member of the Ventura County Medical 
Society. 
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PUBLIC HEALTH REPORT 


MALCOLM H. MERRILL, M.D., M.P.H. 


Director, California State Department of Public Health 


A 40-YEAR-OLD Sonora man and an 11-year-old 
Walnut Creek boy are recovering from bubonic 
plague. There are two of three cases that have been 
recorded in California since 1947, The first case 
was that of an Oxnard man who died of plague in 
1956, nine days after apparent exposure to infected 
fleas while on an outing in Ventura County. 

The Sonora man became ill on July 8. The first 
symptoms were extreme weakness, diarrhea and 
fever. A physician made a housecall shortly after 
the onset of illness and noted conjunctivitis as well 
as the aforementioned symptoms. Sulfasuxadine 
was given and the fever dropped during the night. 

The next morning, however, the temperature 
was 104°F. The patient appeared quite “toxic,” and 
complained of weakness and headache. Conjunctivi- 
tis persisted. There were no other unusual physical 
findings. Hospitalization was advised and a speci- 
men of blood was cultured. Administration of peni- 
cillin and tetracycline was begun. About 12 hours 
after admission, a bubo appeared in the left axilla. 
No lesion that looked like an insect bite could be 
seen. Tularemia, anthrax and plague were consid- 
ered in the differential diagnosis. 

The day after admission the patient was better. 
The blood culture showed bipolar Gram-negative 
rods. Penicillin was discontinued; streptomycin 
was begun. Tetracycline was continued as before. 
The patient’s condition improved steadily. Cultures 
of the patient’s blood were sent to the State Health 
Department laboratory where subsequent tests con- 
firmed the diagnosis of plague. 

A similar case of plague occurred in the 11-year- 
old boy. Weakness was one of the early symptoms 
and was followed by anorexia and vomiting. Upon 
physical examination the patient was observed to 
be extremely “toxic” and in a state of shock. A 
lesion that looked like an insect bite was seen on 
the right ankle. The right inguinal nodes were en- 
larged and tender. The patient was admitted to the 
hospital and a blood specimen was drawn. 

Administration of streptomycin and _ penicillin 
was begun. The following day the culture showed 
bipolar Gram-negative rods. Tetracycline was sub- 
stituted for penicillin. The patient improved rapidly 
and was soon home. 
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It is not known when the man contracted the 
disease, although it is possible he was bitten by 
plague-infected fleas in handling wild rodents he had 
killed while cleaning out a woodpile. 

It is suspected the young boy contracted plague 
from a flea bite while on a camping trip in the high 
Sierra. However, results of laboratory tests of 
ectoparasites combed from 70 animals trapped in 
the camping area were negative for plague. 

Plague has long been endemic in California, and 
spread to humans occasionally occurs from the bites 
of plague-infected fleas that live on rodents. In 
recent years the occasional case of human infection 
has been caused by exposure to wild rodents. 


? ? ? 


A review of surveillance information of this 
year’s influenza episode shows there were approx- 
imately half as many cases as the previous outbreak, 
a part of the worldwide pandemic caused by the 
A-2 strain, which reached its peak in November 
1957 and continued into the spring of 1958. 

This year’s outbreak began in January and 
reached a peak in March and April. The Asian 
strain of the virus was most prevalent during Feb- 
ruary and March, whereas the Type B virus was 
more prevalent in April and May. 

Information has been gathered by the department 
on 15 laboratory-confirmed localized outbreaks of 
influenza in nine counties during the recent epi- 
demic. In six of these outbreaks the Asian strain 
was identified; the Type B virus was identified in 
the other nine. Many other areas reported a high 
incidence of influenza, not laboratory-confirmed, 
during March and April, and a few schools were 
closed for brief periods due to extensive illness 
among the teaching staff and students. 

The reports show 11 deaths in six counties asso- 
ciated with influenza. Five were in teenagers, four 
in persons over the age of 60. The other two were 
in a 30-year-old woman and an eight-year-old girl. 
The diagnosis of influenza in these fatal cases was 
on a clinical basis, supported by autopsy findings 
in some instances, except for one case in which Type 
B virus was indicated by laboratory study. 
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More than 40 southern California physicians serv- 
ing as consultants in the cerebral palsy program of 
the Bureau of Crippled Children Services partici- 
pated in a conference recently in Santa Ana. 

The meeting provided an opportunity for the 
exchange of current information on the medical 
management of children with cerebral palsy. A con- 
ference highlight was the presentation of a problem 
case for consideration and discussions. A panel of 
orthopedic specialists, moderated by Dr. Allen R. 
LeRoy, Newport Beach, discussed “Casting vs. Op- 
erating for Foot and Ankle Problems.” 

A presentation on “Drug Therapy in Cerebral 
Palsy” was given by Dr. Herbert J. Grossman, 
University of California Medical Center, Los An- 
geles, and a panel presided over by Dr. Tom Rob- 
inson, Newport Beach, discussed various aspects 
of “Vocational Training for the Cerebral Palsied.” 

Dr. Charles R. Gardipee, bureau chief, described 
current program developments and administration 
problems at the State level. 


7 v 7 


The U. S. Public Health Service is conducting a 
review of its quarantine program along the U. S.- 
Mexico border to determine what measures are 
needed to prevent the introduction of disease from 


outside the United States. A similar review was 
made in 1949, 


There were 90 million crossings in 1958 at the 
25 points of entry supervised by the Quarantine 
Service on the 1500-mile border. Of these, 25,300,- 
000 crossings occurred at the four border entries 


into California. 
7 7? ? 


A study has just been completed on the natural 
history of infectious hepatitis in the general popu- 
lation. Previous studies usually have been confined 
to epidemic situations or to “closed” populations 
such as persons in institutions. 


For a period of two years a cooperative study 
was carried out by this Department and six local 
health departments in Los Angeles, Santa Clara and 
Alameda counties. Local health personnel made 
home visits on all “reported” cases of hepatitis. 
Through these follow-up visits additional cases were 
discovered. A total of 1,546 cases and 3,888 other 
family members “not ill” were investigated. 


Gamma globulin is recommended for the pro- 
tection of persons who have been exposed to infec- 
tious hepatitis. Forty per cent of the total 5,434 
persons included in the study received injections 
of this material. The use of gamma globulin was 
shown to be effective in protecting exposed family 
contacts. The attack rate of illness was 18 per cent 
in those who did not receive it, as compared to 2.3 
per cent in those who did. 
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MAN 


AUXILIARY 


TO THE CALIFORNIA MEDICAL ASSOCIATION 


Now, a New Task for the Auxiliary... 


THE FIRST REQUEST made of the Auxiliary by the 
American Medical Association was that it promote 
interest in Hygeia, which was renamed Today’s 
Health with the March issue in 1950. 

In 1931 the House of Delegates of the American 
Medical Association passed a resolution urging the 
Woman’s Auxiliary, including county, state and 
national organizations, to promote the distribution 
of the publication through the parent-teacher asso- 
ciations, boards of education and similar bodies in- 
terested in education, for it was held to be the only 
authentic health periodical in the country for the 
laity. 

In 1868, twenty-one years after the founding of the 
A.M.A., the first proposal was made in the House of Dele- 
gates that a health magazine for the layman be estab- 
lished. 

In 1922, fifty-four years later, the proposal was ap- 
proved by the Board of Trustees. 

In 1923 the first issue of Hygeia came off the press. 

In 1950 the name of the magazine was changed to 
Today’s Health. 

In 1959 the new Today’s Health has reached a record 
high in circulation with millions of readers throughout 
the country. 


At the A.M.A. Convention at Atlantic City in June 
the Auxiliary was advised that the promotion of 
Today’s Health, as an auxiliary project, would no 
longer be necessary. 

7 , 7 


So fulfilling our objective to assist the California 
Medical Association in its program for the advance- 
ment of medicine and public health—and to par- 
ticipate in any endeavor on the request of the C.M.A. 
we close our files on our first project, Today’s 
Health, and turn our efforts to a new request. We 
will assist the California Medical Association in its 
program in the field of aging. 

Every newspaper and magazine today carries a 
story on aging, slanting or shading the article to 
suit the purpose, be it political, social or economic. 

The medical profession, seeking the best medical 
care possible for every American, has joined with 
allied héalth organizations to improve the care of 
the aged. The joint council includes the American 
Medical Association, the American Dental Associa- 
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tion, American Hospital Association and the Amer- 
ican Nursing Home Association. 


The following, from an article by Howard I. 
Wells, Jr., executive secretary of the Joint Council 
to Improve the Health Care of the Aged, helps de- 
scribe the task: 

The objectives of the Joint Council are to correlate the 
efforts and resources of member organizations, as the 
principal purveyors of health care for the aged, and to . 
establish liaison and a cooperative relationship with other 
organizations working with similar purposes in: 

(a) Identifying and analyzing the health needs of the 
aged, 

(b) Appraising available health resources for the aged, 

(c) Fostering effective methods of payment for the 
health care of the aged, 

(d) Developing community programs to foster the best 
possible health care for the aged, and 

(e) Informing the public of the facts related to health 
care of the aged. 

The need for new programs in this field is accented by 
the fact that the life expectancy of individuals has been 
constantly increasing in recent years. In 1935 life expect- 
ancy in the United States was an average of 60.2 years. 
The most recent figure indicates the average life expect- 
ancy now to be 70 years. 

The American Medical Association, at the request of 
the Board of Directors, will urge presidents of medical 
societies to invite representatives of state dental, hospital, 
and nursing home associations to participate in formation 
of state joint councils. Some states have already estab- 
lished councils to foster the finest possible health care for 
the aged at the local level. Establishment of close liaison 
and a cooperative relationship with state groups will en- 
able the Joint Council to increase the effectiveness of its 
national program. 


The Auxiliary members will be asked to aid in 
appraising available health resources for the aged 
in their home communities in order that an infor- 
mation center may be set up by the C.M.A. 


? ? t 


In her inaugural address at Atlantic City, Mrs. 
Frank Gastineau, president of the Woman’s Auxili- 
ary to the American Medical Association, spoke 
about the role every physician’s wife must play in 
the campaign of the A.M.A. in the field of aging. 
“The Woman’s Auxiliary has a big job ahead in this 
field alone; not only for next year, but for years to 
come,” Mrs. Gastineau said. 
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We as wives, mothers and yes, even grandmothers must 
recognize the stake in the future that we have through our 
own families, our fellow citizens and our nation. We must 
strongly influence this generation and future generations 
to help preserve the spiritual and moral values from 
which our civilization seems to be drifting. 

Our physician husbands sustain the precious flame of 
life; we as wives and mothers must guard the values 
which give life meaning. Among these are human dignity, 
freedom and a feeling of personal worth. Yet are we not 
robbing our elder citizens of these very things? May we 
not recognize that at the heart of the problems of our 
aging population is an increasing disregard for moral and 
religious values Americans have always held. Selfishly, 





we have convinced ourselves that we can shunt the re- 
sponsibility of caring for our own off onto others—onto 
government agencies, onto welfare groups. 


Well, then, here’s a job for us, The way is open 
for us to lead others to accept without complaint the 
responsibility of “caring for our own.” Our hus- 
bands are adding years to life; you and I can create 
the kind of atmosphere in modern society which 
will make those years worth living. 

Mrs. THEODORE A. PoskKAa 


President, Woman’s Auxiliary to the 
California Medical Association 
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NEWS & NOTES 


NATIONAL + STATE - COUNTY 


LOS ANGELES 


The 1959-60 officers of the Los Angeles Radiological 
Society, who were elected in June and will take office Sep- 
tember 1, 1959, and serve until September 1, 1960, are as 
follows: President, Dr. Putnam C, Kennedy; vice-president, 
Dr. Robert E. Rickenberg; treasurer, Dr. Robert B. Engle; 
secretary, Dr. Denis C. Adler. Dr. Lewis J. Peha was elected 
to the executive committee for a three-year term. 

* *& * 


An Institute of Advanced Learning, headed by Dr. 
Morris Fishbein, former editor of the Journal of the Amer- 
ican Medical Association, is included in the City of Hope’s 
plans for expansion in the next two years. Dr, Fishbein said 
that the proposed Institute will be organized along the lines 
of the Institute of Advanced Studies at Princeton and the 
Institute for Behavioral Sciences at Stanford. 


MARIN 


Dr. Robert Watkins recently was elected mayor of Bel- 
védere by the city council. Dr. Watkins was vice-mayor and 
for two meetings was acting mayor after the former incum- 
bent resigned to take a job in Switzerland. 


SAN DIEGO 


Dr. David B. Carmichael, La Jolla, was elected presi- 
dent of the San Diego County Heart Association at the an- 
nual meeting of the association in June. 

* * * 


Announcement that the Scripps Clinic and Research 
Foundation has established a division of psychiatric 
medicine and appointed Dr. Frederick J. Ziegler to be head 
of the new department was made recently by the board of 
trustees. Until his appointment, Dr. Ziegler was a member 
of the staff of the Johns Hopkins Hospital and School of 
Medicine. 


SAN FRANCISCO 


Mount Zion Hospital, San Francisco, and the University 
of California School of Medicine, Berkeley, have received 
awards of money from the Life Insurance Medical Research 
fund to support research work on heart disease under 
the direction of members of the staffs of these institutions. 

The Mount Zion grant was $19,800 for research by Dr. 
Meyer Friedman on the roles of the liver and hyperlipemia 
in cholesterol metabolism. 

The U. C. award was $39,600 for studies on the develop- 
ment and prevention of arteriosclerosis under the direction 
of Dr, I. L. Chaikoff. Pa a 


Dr. Robert A. Campbell, San Francisco, has been 
awarded a Wyeth Laboratories pediatric residency fellow- 
ship, it was announced by Dr. Philip S. Barba, chairman of 
the selection committee. Dr. Campbell, who recently com- 
pleted his internship at Moffitt Hospital, will take his resi- 
dency at the University of California where he received his 
undergraduate and medical degrees. 
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GENERAL 


On September 13 the California Medical Assistants’ 
Association will hold the first of several Educational Sym- 
posiums that are planned for various areas in the state in 
the next few months. The September 13 symposium, the 
place for which has not yet been selected, will be sponsored 
by Monterey, Santa Clara, and Salinas chapters. Following 
are the dates for the rest of the 1959-60 Symposiums: Sep- 
tember 20, Long Beach, Harbor and Centinella chapters; 
October 4, San Diego; November 15, Beverly Hills, Los An- 
geles and San Fernando chapters; January 17, 1960, Orange 


Relative Value 
STUDY, not a schedule 


Since its beginning in 1954 the California 
Medical Association’s Relative Value Study has 
been used, mis-used and abused and, say C.M.A. 
officials, there ought to be review by all who use 
it of what the Study is, what it is to be used for, 
and how it should not be used. 

The most common mis-use, consciously or 
otherwise—premeditated or through lack of in- 
formation—is to interpret the work as a definite, 
frozen, official fee schedule rather than using it, 
as originally intended, as a guide to show the 
relative pecuniary values of various procedures. 

The Committee on Fees has proposed the fol- 
lowing statements as reminders of the limitations 


of the Study: 


1. The work is properly referred to as the 
Relative Value Study, not Relative Value Fee 
Schedule. As stated in the foreword of the sec- 
ond edition which was adopted by the Council on 
Nov. 10, 1957: “This study in no way sets any- 
one’s fees or anyone’s schedule of fees. The Rela- 
tive Value Study is in no sense a fee schedule.” 


2. Contrary to any claims that may be made 
by individuals or insurance companies, no dollar 
factors have been assigned, designated or sug- 
gested by the California Medical Association for 
private insurance. 

3. Units shown for certain surgical procedures 
do not include complete after-care. 


4. Conversion factors that may apply in one 
section do not necessarily apply to the other 
sections. 


CAN BE USED AS A GUIDE 


Section No. 2 of the foreword further explains: 


“Health insurance in California today requires 
fee schedules and indemnity schedules at many 
different dollar levels. California Physicians’ 
Service needs different fee schedules for different 
income ceiling plans. Many groups want to buy 
indemnity insurance that pays benefits approxi- 
mating the usual fees charged by physicians. 
Others want adequate protection at a low pre- 
mium and will accept an element of co-insur- 
ance. The Relative Value Study, expressed in 
units, may be used as a guide in setting any and 
all of these schedules with widely varying dollar 
levels but retaining a constant relationship be- 
tween fees.” 





County chapter; February 7, 1960, Riverside, San Antonio 
and San Bernardino chapters; and March 27, Sacramento 
and Mt. Diablo chapters. Each is to be a one-day meeting 
open to all medical assistants and persons in allied medical 
fields. Outstanding speakers and panels of experts are fea- 
tures of the day-long sessions. Further details can be ob- 
tained by writing to C.M.A.A. Educational Chairman, Cath- 
erin Snodderly, 2359 California Avenue, Carmichael, Cali- 
fornia. eS hea 


The 24th annual congress of the North American Federa- 
tion, International College of Surgeons, will be held in 
the Palmer House, Chicago, September 13 to 17. The North 
American Federation covers the United States, Canada, 
Mexico, Cuba, Haiti, Guatemala, Honduras, El] Salvador, 
Nicaragua, Costa Rica and Panama. Further information 
may be obtained from International College of Surgeons, 
1516 Lake Shore Drive, Chicago 10. 

Surgical specialties to be represented are: Colo-proto- 
logic, neurologic, obstetrics and gynecologic, ophthalmo- 
logic, otorhinolaryngologic, orthopedic, urologic, plastic and 
reconstruction and trauma. There also will be surgical mo- 
tion pictures, reports on advances in military medicine, and 
a surgical nurses’ program. 


* * * 


The third annual meeting of the Medical Society of the 
United States and Mexico will be held in Phoenix (at the 
Valley Ho Hotel, Scottsdale) December 2 to 4, followed by 
a two-day meeting in Las Vegas, Nevada, on December 5 
and 6. Scientific sessions are scheduled for December 3, 4 
and 5 at the two locations. Further information may be ob- 
tained by writing to Drs. Carlos Greth and A. H. Tallak- 
son, convention co-chairmen, 2025 North Central Avenue, 
Phoenix. “way ee 


The next Congress of the Pan American Medical Asso- 
ciation is planned for Mexico City from May 2 to 11, 1960. 
The scientific program of the Congress, through its 48 dif- 
ferent Medical Sections, will include all branches of medi- 
cine and surgery and also a section on dentistry, the an- 
nouncement of the meeting said. 


POSTGRADUATE 
EDUCATION NOTICES 


THIS BULLETIN of the dates of postgraduate education 
programs and the meetings of various medical organ- 
izations in California is supplied by the Committee on 
Postgraduate Activities of the California Medical Asso- 
ciation. In order that they may be listed here, please 
send communications relating to your future medical or 
surgical programs to: Mrs. Margaret H. Griffith, Director, 
Postgraduate Activities, California Medical Association, 
2975 Wilshire Boulevard, Los Angeles 5. 


UNIVERSITY OF CALIFORNIA AT LOS ANGELES 


Three Summer Seminars at University of California 
Residential Conference Center, Lake Arrowhead 
(all fees at Lake Arrowhead include room and board) : 


Pediatric Cardiology. Sunday through Wednesday, 
August 16 through 19. Fifteen hours. Fee: $137.50.t 
Guest speaker: John Lind, M.D., Stockholm, Sweden. 


T Limited enrollment. 
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Emotional Problems in Office Practice. Wednesday 
through Sunday, August 19 through 23. Fifteen 
hours. Fee: $150.00.t 


Seminars in Internal Medicine. Sunday through 
Wednesday, August 23 through 26. Fifteen hours. 
Fee: $137.50.t 


Workshop on In-Service Education Programs. Mon- 
day through Thursday, August 17 through 20. Eighteen 
hours, Fee: $25.00. 


Development and Principles of Industrial Nursing. 
Thursdays, September 10 through January 28. Forty- 
five hours. Fee: $35.00. 


Cerebral Palsy. Tuesday and Wednesday, September 15 
and 16. Twelve hours. Fee: $35.00. 


Teaching Clinics. Thursdays, September 17 through De- 
cember 10. Twenty-four hours, Fee: $50.00. (No meet- 
ing November 26.) 


Common Problems of the Foot. Friday and Saturday, 
September 18 and 19. Nine hours. Fee: $35.00. 


Industrial Health (Public Health). Tuesdays, Septem- 
ber 22 through December 8. Thirty hours. Fee: $25.00. 


Beginning Medical Terminology. Tuesdays, Septem- 
ber 22 through February 2 (omit December 22, 29). 
Forty-five hours. Fee: $35.00. 


Counseling and Placement of Hospital Nursing Per- 
sonnel. Wednesdays, September 23 through December 
9. Thirty hours. Fee: $25.00. 


Public Health Statistics. Wednesdays, September 23 
through February 3 (omitting December 23, 30). Forty- 
five hours. Fee: $35.00. 


Practical Clinical Chemistry for Laboratory Tech- 
nologists. Wednesdays, September 23 through Novem- 
ber 11. Twenty-four hours. Lecture and laboratory fee: 
$35.00 plus $5.00 breakage; lecture only $20.00. 


Medical Terminology: Advanced. Thursdays, Septem- 
ber 24 through February 11 (omitting November 26, 
December 24, 31). Forty-five hours. Fee: $35.00. 


Diagnostic Parasitology (Pomona). Tuesdays, Sep- 
tember 24 through December 15. Thirty-six hours. Fee: 
$40.00. 


Hypertension. Saturday, September 26. Six hours. Fee: 
$20.00. 


Pathological Physiology of the Cardiovascular Sys- 
tem. Mondays, October 5 through December 7. Twenty 
hours. Fee: $60.00. 


Advanced Clinical Electrocardiography. Tuesdays, 
October 6 through December 8. Twenty hours. Fee: 
$60.00.7 

Two-Week Rehabilitation Nursing Workshop. Daily, 
October 19 through 30. Thirty hours. Fee: $25.00. 


Neuropathology. Tuesdays and Thursdays, October 22 
through December 10. Sixteen hours. Fee: $100.00. 


Aviation Medicine. Wednesday, Thursday and Friday, 
October 28, 29 and 30. Eighteen hours. Fee: $65.00. 


Photomicrography. Mondays, November 2 through De- 
cember 7. Twelve hours. Fee: $30.00 plus $2.00 for 
manual. 


Ear, Nose and Throat. Friday and Saturday, November 
13 and 14. Twelve hours, Fee: $60.00. 


Diarrhea. Friday and Saturday, November 20 and 21. 
Twelve hours. Fee: $40.00. 
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Clinical Hematology. Friday and Saturday, December 
4 and 5. Twelve hours. Fee: $50.00. 


Clinical Traineeships—Anesthesia and Dermatology. 
Dates by arrangement. Minimum period—two weeks. 
Fee: Two weeks, $150.00; four weeks, $250.00. 


Special Announcement: A Postgraduate Course in Mex- 
ico City, in cooperation with Universidad Nacional 
Autonoma de Mexico Escuela Nacional de Medicina, 
Mexico, D. F. Instructional Staff will be drawn from 
the staff of the U.C.L.A. School of Medicine and the 
staff of the Universidad Nacional Autonoma de Mexico 
Escuela Nacional de Medicina. The program will include 
lectures and presentation of Clinical Cases in: Anesthe- 
siology, Gastroenterology, Dermatology, Cardiology, Pe- 
diatrics and General Surgery. Wednesday, February 24 
through Saturday, March 5, 1960. 

Contact: Thomas H. Sternberg, M.D., Assistant Dean for 
Postgraduate Medical Education, U.C.L.A., Los An- 
geles 24. BRadshaw 2-8911, Ext. 7114. 


UNIVERSITY OF CALIFORNIA, SAN FRANCISCO 


Internal Medicine—A Selective Review. Saturday 
through Wednesday, September 12 through 16. Thirty- 
five hours, Fee: $20.00 per day. 


Obstetrical Complications. Thursday through Satur- 
day, September 17 through 19. Eighteen hours. Fee: 
$50.00. 


‘Medicine for General Practitioners (evening series). 
Tuesday, September 22 through November 17. Eighteen 
hours. Fee: $35.00. 


Physical Medicine. Friday and Saturday, September 25 
and 26. Fourteen hours. Fee: $40.00. 


Use of Laboratory Methods in Office Practice. Thurs- 
day through Saturday, November 5 through 7, Twenty 
hours. Fee: $50.00. 


llth Postgraduate Assembly in Endocrinology and 
Metabolism. Monday through Friday, November 9 
through 13. Thirty-five hours. Fee: $100.00. 


Adolescents (Children’s Hospital). Saturday, November 
14. Seven hours. Fee: $12.50. 


Annual Ophthalmology Conference. Wednesday 
through Saturday, December 2 through 5. Twenty-four 
hours.* 


Course for Physicians in General Practice. Monday 
through Friday, March 7 through 11. Thirty-five hours.* 


Fundamental Practices of Radioactivity and the Di- 
agnostic and Therapeutic Uses of Radioisotopes. 
Two or three month course limited to one enrollee per 
month. Fee: $350.00. 

Contact: Seymour M. Farber, M.D., Assistant Dean, De- 
partment of Continuing Medical Education, University 
of California Medical Center, San Francisco 22. MOnt- 
rose 4-3600, Ext. 665. 


STANFORD UNIVERSITY SCHOOL OF MEDICINE 


Morning Clinical Conferences, each Monday, Room 
515. Contact: D. H. Pischel, M.D., Professor, Division of 
Ophthalmology, Stanford University School of Medicine, 
2398 Sacramento St., San Francisco 15. 


*Fees to be announced, 
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UNIVERSITY OF SOUTHERN CALIFORNIA, 


LOS ANGELES 


Cardiac Resuscitation. Sponsored by the Los Angeles 
County Heart Association each Wednesday throughout 
the year, 4 to 6 p.m. USC Medical Research Building, 
Room 211, 2025 Zonal Avenue. Residents and interns 
of Los Angeles County, and all armed forces medical 
personnel admitted without fee. Tuition for all other 
physicians $30.00. (Each session all-inclusive.) 


Basic Home Course in Electrocardiography. One year 
postgraduate series, electrocardiogram interpretation by 
mail, Physicians may register at any time and receive 
all 52 issues. Fifty-two weeks. Fee: $100.00. 


Advance Home Course in Electrocardiography. One 
year postgraduate series, electrocardiogram interpreta- 
tion by mail. Fifty-two issues: $85.00. Physicians may 
register at any time. 


Dermatology and Syphilology Course. Full time, Sep- 
tember 15 through August 15. Fee: $1000.00. 


Practical Diagnosis and Management of Cardiovas- 
cular Diseases. September 18 through 20. Twenty-one 
hours. Fee: $65.00. 


Intensive Review of Internal Medicine. Monday 
through Friday, September 21 through October 2. 9 to 
12:30 a.m. Forty hours. Fee: $65.00. 


Bedside Clinics. Thursdays, October 8 through January 
14. 7:30 to 9:30 p.m. Twenty-four hours. Fee: $65.00. 


Psychiatric Problems in General Practice. October 8 
through December 17. Twenty-two hours. Fee: $50.00. 


Laboratory Methods. Friday, October 9. Seven hours. 
Fee: $25.00. 


The Doctor and the Family. Friday, October 16. Seven 
hours. Fee: $25.00. 


Alumni Homecoming Course. Recent Advances in 
Medicine. Thursday and Friday, November 5 and 6. 
Sixteen hours. Fee: $50.00. 


Advances in the Diagnosis and Treatment in Gas- 
troenterology. Friday through Sunday, January 15 
through 17. Twenty-one hours. Fee: $65.00. 


Bedside Cardiology. Thursdays, February 4 through 
April 21. Fee: $65.00.¢ 


Dermatology Clinic, One-Day Symposium. Thursday, 
March 24.§ 


Funduscopy in Internal Medicine. Every other Tues- 
day, April 5 through May 31. Five 2-hour sessions.* 


Ward Walks in Rare Diseases. Thursdays, April 14 
through June 16.§ 

Contact: Phil RK. Manning, M.D., Associate Dean and 
Director, Postgraduate Division, University of Southern 
California School of Medicine, 2025 Zonal Avenue, Los 
Angeles 33. CApital 5-1511. 


COLLEGE OF MEDICAL EVANGELISTS 


GENERAL SURGERY AND SURGERY SPECIAL- 
TIES. Full-time basic science course: Obstetrics and 
Gynecology, Otolaryngology and Urology. (Accredited 
by the American Board of Surgery). Monday through 
Friday, September 13 through June 3. 1,352 hours. Fee: 
$800.00. 


tHours to be announced. 


§Fees and hours to be announced. 








INTERNAL MEDICINE. Full-time basic science course. 
Monday through Friday, September 13 through June 3. 
2,967 hours. Fee: $800.00. 


CLINICAL TRAINEESHIPS available in all clinical 
departments by arrangement with the Postgraduate Di- 
vision and the Chairman of the department or depart- 
ments involved, Eighty hours minimum. Fee: As ar- 
ranged. 


SPECIAL SKILLS available in the clinical departments, 
usually with a maximum of two or three students. 


Anesthesia. Monday through Friday. Date as arranged. 
Six months. Fee: $350. 


Surgical Anatomy: Dissection, Lectures, Demonstra- 
tions. Mondays, 10:00 to 12:00; 1:00 to 4:00; Wednes- 
days, 1:00 to 5:00; September 7 through June 1. 324 
hours. Fee: $250.00. Upper and Lower Extremities, 
September 7 through December 14. 140 hours. Fee: 
$125.00. Thorax, Abdomen, Pelvis. January 4 through 
April 13. 121 hours. Fee: $125.00. Head and Neck, 
April 20 through June 1, 63 hours. Fee: $75.00. 


Surgical Anatomy: Lectures and Demonstrations, 
Wednesdays, 3:00 to 5:00, September 9 through June 
1. Mondays, 3:00 to 5:00, May 16 through June 1. 
82 hours. Fee: $100.00. Upper and Lower Extremi- 
ties. September 9 through December 14. Thirty hours. 
Fee: $50.00. Thorax, Abdomen, Pelvis, January 6 
through April 13. Twenty-eight hours. Fee: $50.00. 
Head and Neck, April 20 through June 1. Twenty- 
four hours. Fee: $35.00. 


Surgical Pathology. Tuesdays, 1:00 to 4:00, Septem- 
ber 8 through May 31. 108 hours. Fee: $100.00. 


ALUMNI POSTGRADUATE CONVENTION, held 
annually in cooperation with the Alumni Association 
of the School of Medicine. Refresher Courses, Sunday 
and Monday, February 28 and 29, at White Memorial 
Hospital, 1720 Brooklyn Avenue. Six hours each day. 
Fee: $20.00 each day. Scientific Assembly, Tuesday 
through Thursday, March 1 through 3, at the Ambassa- 
dor Hotel. Twenty-four hours. Fee: $15.00. Contact: 
Walter Crawford, executive secretary, 316 N. Bailey 
Street, Los Angeles 33, ANgelus 2-2173. 


TRAUMATOLOGY, a complete review including frac- 
tures and dislocations, soft tissue injuries, as well as 
complications involving the 3 cavities: Calvarium, 
thorax and abdomen. Limited to 15 candidates. In- 
cludes basic sciences, lectures, clinical demonstrations. 
Monday through Friday, November 9 through 13. Thirty- 
six hours. Fee: $100.00. 


TROPICAL PUBLIC HEALTH: Causes, treatment and 
management of diseases found in the warm climates. 
For physicians who plan to serve abroad and other an- 
cillary personnel. Monday through Friday, April 1 
through May 30. Fee: $65. 


JOINT MANIPULATION. Monday through Friday, 


8:00 to 12:00, dates to be arranged. Twenty hours. Fee: 
$75.00. 

For information contact: G. E. Norwood, M.D., assistant 
dean and chairman, Division of Postgraduate Medicine, 
College of Medical Evangelists, 1720 Brooklyn Ave., 
Los Angeles 33. ANgelus 9-7241, Ext, 214. 
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Aupio-Dicest FounpaTIoN, a nonprofit subsidiary of the 
C.M.A., offers (on a subscription basis) a series of six 
different hour-long tape recordings covering general 





practice, surgery, internal medicine, obstetrics and 
gynecology, pediatrics and anesthesiology. Designed to 
keep physicians posted on what is new and important 
in their respective fields, these programs survey current 
national and international literature of interest and con- 
tain selected highlights of on-the-spot recordings of 
national scientific meetings, panel discussions, sympo- 
sia, and individual lectures. For information contact 
Mr. Claron L. Oakley, Editor, 1919 Wilshire Blvd., Los 
Angeles 57, HUbbard 3-3451. 





Medical Dates Bulletin 
AUGUST MEETINGS 


Nevapa State Mepicat Association, Annual Session, 
jointly with Reno Surgical Society, August 19 through 
22, Mapes Hotel, Reno. Contact: Nelson B. Neff, execu- 
tive secretary, P. O. Box 188, Reno. 


American Dietetic Association, Statler Hilton, Los An- 
geles, August 25 through 28. Contact: Miss Ruth M. 
Yakel, executive secretary, 620 N. Michigan Ave., Chi- 
cago ll. 


SEPTEMBER MEETINGS 


Saint Joun’s Hospitat Postgraduate Assembly, Septem- 
ber 10 through 12, Saint John’s Hospital, Santa Mon- 
ica. Contact: John C, Eagan, M.D., director, Postgrad- 
uate Assembly, 1328 22nd Street, Santa Monica. 


WasHINGTON State MepicaL Association Annual Meet- 
ing, September 13 through 16, Olympic Hotel, Seattle, 
Washington. Contact: Ralph W. Neill, executive secre- 
tary, 1309 Seventh Avenue, Seattle, Washington. 


AMERICAN COLLEGE OF GASTROENTEROLOGY. September 19 
through 26. Biltmore Hotel, Los Angeles. Contact: Mr. 
Daniel Weiss, executive director, 33 W. 60th St., New 
York 23, New York. 


Santa Barsara County Heart Association Symposium 
on Cardiovascular Disease. Saturday, September 19. 
9:00 a.m. to 5:00 p.m. Biltmore Hotel, Santa Barbara. 
Contact: Mrs. Katherine McCloskey, executive director, 
18 La Arcada Court, Santa Barbara. 


San Francisco ACADEMY OF GENERAL Practice Fort 
Miley Surgical Clinics and Symposia. Tuesday evenings, 
September 22 through November 3, 8:00 p.m., Fort 
Miley Veterans Administration Hospital, San Francisco. 
Contact: Robert W. Wolf, M.D., 760 Market Street, 
San Francisco. 


American Group PsycHOTHERAPY AssOCIATION First 
Western Institute. September 23. Olympic Western Ho- 
tel, Seattle, Washington. Contact: Merlin H. Johnson, 
M.D., program committee chairman, V.A. Hospital, 4435 
Beacon Ave., Seattle 8. 


Orecon State Mepicat Society Annual Meeting, Septem- 
ber 23 through 25, Medford, Oregon. Contact: Mr. 
Roscoe K. Miller, executive secretary, 1115 S.W. Taylor 
St., Portland 5, Oregon. 


San Francisco Heart Association 29th Annual Post- 
graduate Symposium on Heart Disease. September 30, 
October 1 and 2, 9 a.m. to 5 p.m. daily, St. Francis Ho- 
tel, San Francisco. Contact: Lawrence I. Kramer, Jr., 


executive director, 259 Geary Street, San Francisco 2. 
YUkon 2-5753. 
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OCTOBER MEETINGS 


WEsTERN INDUSTRIAL Mepicat AssociaTIoN, Inc. 18th An- 
nual Meeting, held in conjunction with Third Western 
Industrial Health Conference, all day October 2 and 
3, Statler Hotel, Los Angeles. Contact: A. C. Reming- 
ton, M.D., medical director, AiResearch Mfg. Co., 9851 
Sepulveda Blvd., Los Angeles 45. 


CALIFORNIA SOCIETY OF INTERNAL MEpIcINE Annual Meet- 
ing, October 2 through 4, Miramar Hotel, Santa Bar- 
bara. Contact: Mrs. Mildred B. Coleman, executive 
secretary, or Clyde C. Greene, Jr., M.D., secretary- 
treasurer, 350 Post Street, San Francisco 8. 


San Direco County Heart Association Ninth Annual 
Symposium on Heart Disease. October 5 and 6, El Cor- 
tez Hotel, San Diego. Contact: O. M. Avison, executive 
director, 3545 4th Avenue, San Diego. 


Los ANGELES County Heart Association 29th Annual 
Professional Symposium. October 7 and 8, 9:00 a.m. to 
5:00 p.m., Beverly-Hilton Hotel, Beverly Hills. Contact: 
Chauncey A. Alexander, executive director, 660 South 
Western Avenue, Los Angeles 5. 


GoveRNoR’s CONFERENCE ON TRAFFIC SAFETY, Medical 
Division, Sacramento. October 8 and 9. Contact: Irma 
West, M.D., State Department of Public Health, 2151 
Berkeley Way, Berkeley 4. 


Cauirornia LEAGUE For Nursinc Annual Meeting, Octo- 
ber 8 through October 10, U. S. Grant Hotel, San 
Diego. Contact: Ruth I. Jorgensen, general director, 
Room 202, 465 Post St., San Francisco 2. 


CALIFORNIA ACADEMY OF GENERAL Practice 1lth Annual 
Scientific Assembly, October 11 through 14, 9:00 a.m. 
to 5:00 p.m., Hotel Statler, Los Angeles. Contact: Wil- 
liam W. Rogers, executive secretary, 461 Market Street, 
San Francisco. 


St. Jup— Hosprtat PostcrapuaTE AssEMBLY, St. Jude 
Hospital, Fullerton, October 29 and 30. Contact: B. L. 
Tesman, M.D., chairman, 1431 Fullerton Rd., Fullerton. 


NOVEMBER MEETINGS 


San Dieco County Hospitat 13th Annual Postgraduate 
Assembly. November 4 and 5, 8:00 a.m., San Diego 
County Hospital. Contact: W. T. Nute, executive sec- 
retary, San Diego County Medical Society, 3427 Fourth 
Ave., San Diego 3. 


Paciric Coast Fertititry Society 8th Annual Meeting. 
November 12 through 15, Las Vegas, Nevada. Contact: 
Anah Wineberg, M.D., secretary, 3120 Webster Street, 
Oakland. 


CaALiroRNIA SANATORIUM AssocIATION Annual Meeting. 
November 14, 9:00 a.m., Santa Clara County Hospital, 
San Jose. Contact: Morton R. Manson, M.D., director, 
Thoracic Service, Santa Clara County Hospital, San 
Jose. 
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AmeriIcaN COLLEGE OF PuysictaNs Southern California 
Region Annual Basic Science Lectureship Dinner. No- 
vember 20, Biltmore Hotel, Los Angeles. Contact: 
George C. Griffith, M.D., Governor for Southern Cali- 
fornia, A.C.P., P. O. Box 25, 1200 North State Street, 
Los Angeles 33. 


AMERICAN ACADEMY FOR CEREBRAL Patsy Annual Meet- 
ing, November 30 through December 2, Statler Hotel, 
Los Angeles. Contact: Margaret H. Jones, M.D., local 
arrangements chairman, associate professor of pedi- 
atrics, UCLA School of Medicine, Los Angeles 24. 


DECEMBER MEETINGS 


Memoria Hospitat oF Lone Beacu Medical Staff 2nd 
Annual Scientific Symposium “New Horizons in Medi- 
cine,” to be held in conjunction with the formal open- 
ing of the new 400-bed Memorial Hospital of Long 
Beach. December 2nd. Contact: George X. Trimble, 
M.D., director of medical education, Seaside Memorial 
Hospital, 1401 Chestnut Avenue, Long Beach 13. 


1960 MEETINGS 


AmeRrIcAN COLLEGE oF PuysiciANs Annual Southern Cali- 
fornia Regional Meeting. February 6 and 7. Hotel del 
Coronado, Coronado. Contact: George C. Griffith, M.D., 
Governor for Southern California, A.C.P., P. O. Box 25, 
1200 North State St., Los Angeles 33. 


CauirorNiA Mepicay Association Annual Meeting, Feb- 
ruary 21 through 24, Ambassador Hotel, Los Angeles. 
Contact: John Hunton, executive secretary, 450 Sutter 
Street, San Francisco 8; or Ed Clancy, director of Pub- 
lic Relations, 2975 Wilshire Blvd., Los Angeles 5. 


SOUTHWESTERN Pepiatric Society Spring Lecture Series, 
March 1 and 2, Statler Hotel, Los Angeles. Contact: 
Wendell Severy, M.D., program chairman, 11633 San 
Vicente Blvd., Los Angeles 49. 


SOUTHWESTERN SurcicaL Conecress. March 28 through 31, 
Riviera Hotel, Las Vegas, Nevada. Contact: Miss Mary 
O’Leary, executive secretary, 1213 Medical Arts Build- 
ing, Oklahoma City, Oklahoma. 


NeEuRosuRGICAL Society OF AMERICA. March 30 through 
April 2, Del Monte Lodge, Del Monte. Contact: Ray- 
mond K. Thompson, M.D., secretary, 803 Cathedral 
Street, Baltimore 1. 


Pan American Mepicat Association Coneress. May 2 
to 11. Mexico City. Contact: Joseph J. Eller, M.D., di- 
rector general, 745 Fifth Avenue, New York, N. Y. 


Cauirornia Heart Association Annual Meeting and Sci- 
entific Session. May 20 through 22, Claremont Hotel, 
Berkeley. Contact: J. Keith Thwaites, executive director, 
1428 Bush Street, San Francisco 9. 


Pan-Paciric SurcicaL AssociaTIon 8th Intensive Surgical 
Congress, embracing all Surgical Specialties. Septem- 
ber 28 through October 5. Honolulu, Hawaii. Contact: 
F. J. Pinkerton, M.D., director general, Suite 230, Alex- 
ander Young Building, Honolulu 13. 
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INFORMATION 


GP Resolution on 
Hospital Privileges 


THE FOLLOWING RESOLUTION was adopted by the 
San Francisco Academy of General Practice and the 
General Practice Section of the San Francisco Med- 
ical Society at a joint meeting June 25, 1959: 


Wuereas, The primary purpose of hospitals is to 
afford to patients the best possible medical care; 
and 


Wuenreas, To achieve this primary purpose, gov- 
erning bodies of hospitals traditionally have ex- 
tended hospital privileges to physicians on the basis 
of individual character, competence, experience and 
judgment; and 

Wuenreas, It is well known that competence, ex- 
perience and judgment in the various fields of Med- 
icine have been and are attained without certifica- 
tion, fellowship or membership in a specialty body 
or society; and 

Wuenreas, The principles above set forth have 
been explicitly re-affirmed by the Joint Commission 
on Accreditation of Hospitals, therefore be it 

Resolved, That The San Francisco Academy of 
General Practice and The General Practice Section 
of the San Francisco Medical Society unequivocally 
endorse the criteria above set forth for the granting 
of hospital privileges to physicians; and be it 
further 

Resolved, That all hospitals in San Francisco, as 
a matter of principle and policy, should be guided 
by the criteria above set forth in granting hospital 
privileges to physicians; and be it further 


Resolved, That certification, fellowship or mem- 
bership in a specialty body or society is not exclu- 
sive and prima-facie evidence of competence, expe- 
rience and judgment, and that such qualities can 
and do exist in physicians without such affiliations; 
and be it further 


Resolved, That The San Francisco Academy of 
General Practice and The General Practice Section 
of the San Francisco Medical Society, in view of 
the principles above set forth, are unalterably op- 
posed to the denial or restriction of hospital privi- 
leges to a physician on the basis of his being in 
General Practice. 


Two School Health 
Conferences Set 


Two TWO-DAY CONFERENCES for California physi- 
cians and school administrative personnel on school 
health problems, one to be held in Riverside and 
the other in Berkeley, are planned for October under 
the sponsorship of the California Medical Associa- 
tion Committee on School Health. 

The Riverside meeting is scheduled for October 
2 and 3 at the Mission Inn and the Berkeley meet- 
ing October 23 and 24 at the Claremont Hotel. 

Programs of formal presentations on assigned 
subjects by physicians and education department 
personnel are being formulated; and in addition 
there will be discussion groups, each with a re- 
corder, that will serve as a sounding board for 
school health problems and ideas as to their solu- 
tion. 

The meetings are open to all physicians, in par- 
ticular those who are members of school health 
committees of county medical societies or other 
local organizations dealing with the subject. 

At the end of the first day of both meetings, CMA 
is to be host at banquets to which all registrants are 
invited. 
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CORRECTION: In the review of Therapeutic Radiology by 
William T. Moss, M.D., that appeared on page 56 of the 
July issue of CALIFORNIA MEDICINE, the second sentence of 
the fifth paragraph should have read: The author appears 
to favor the Curie Foundation current program of about 
5,000 rads in six weeks. The figure 500 rads was in error. 


THE ANATOMY OF THE NERVOUS SYSTEM—Tenth 
Edition—Its Development and Function—Stephen Walter 
Ranson, M.D., Ph.D., Late Professor of Neurology and 
Director of Neurological Institute, Northwestern Univer- 
sity Medical School, Chicago. Revised by Sam Lillard 
Clark, M.D., Ph.D., Professor and Chairman of the De- 
partment of Anatomy, The Vanderbilt University School 
of Medicine, Nashville. W. B. Saunders Company, Phila- 
delphia, 1959. 622 pages, $9.50. 


Through successive editions this classic textbook of neuro- 
anatomy has been kept abreast of the times to a very satis- 
factory extent. Also, it has followed the modern trend for 
anatomists to become more and more physiologically ori- 
ented, so that the present edition contains much more in- 
formation of dynamic functioning of the nervous system 
than was present in early editions. This willingness to move 
with changing orientation to anatomical studies has made 
the book of continuing value. As always, illustrations are 
well chosen and clearly reproduced, and schematic diagrams 
are clear and not cluttered with such a mass of pathways 
and legends as to confuse rather than enlighten. The book 
remains the standard textbook of neuroanatomy for students 
of medicine. 

Henry Newman, M.D. 


* * * 


VIRAL AND RICKETTSIAL INFECTIONS OF MAN— 
Third Edition—Edited by Thomas M. Rivers, M.D., Mem- 
ber Emeritus, The Rockefeller Institute; Vice-President, 
Medical Affairs, The National Foundation; and Frank L. 
Horsfall, Jr., M.D., Vice-President for Clinical Studies, 
Physician-in-Chief to the Hospital, The Rockefeller Insti- 
tute. J. B. Lippincott Company, Philadelphia, 1959. 967 
pages, 134 illustrations, $8.50. 


The rapid development of information in regard to viral 
and rickettsial disease in human beings has accumulated so 
rapidly since the second edition of this book was printed 
in 1952 that an additional 250 pages, 7 chapters, and one 
editor have been required, The simple listing of the bibli- 
ographic index has increased from 15 to 23 pages. 

The fundamentals of the relationship of the virus and 
the host are discussed in three new chapters and disease 
caused by the new groups of adeno- and echoviruses in two 
others. Many of the others that were present in the previous 
edition have been completely rewritten and this is, in effect, 
a new textbook. 

This book was designed to provide comprehensive infor- 
mation about viral and rickettsial infections for graduate 
students in biology, including those preparing for a career 
in medicine. It is eminently suitable for this purpose. It is 
also a fascinating storehouse of information for the practic- 
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ing physician. Clinical and epidemiological descriptions of 
the various diseases are such that every doctor may read 
them with profit. This book is very highly recommended. 


* « « 


PSYCHOENDOCRINOLOGY—Edited by Max Reiss, 
M.D., D.Se., Neuroendocrine Research Unit, Willowbrook 
State School, Staten Island, N. Y. Grune & Stratton, Inc., 
381 Fourth Ave., New York 16, N. Y., 1958. 208 pages, 
$7.00. 


This book consists of 16 separate contributions ‘by a vari- 
ety of authors designed to correlate recent advances in 
knowledge regarding endocrine function with psychopathol- 
ogy. The lead article by Reiss reviews some of the early 
misconceptions regarding the role of endocrines in human 
behavior and the disappointments which inevitably followed 
their indiscriminate use as primary therapeutic agents in 
mental and emotional disorders. He points out that recent 
studies have revealed a greater variability in endocrine func- 
tion in schizophrenics than in normals and emphasizes the 
need for individual study of each case. Identical endocrine 
disturbance can be accompanied by a wide variety of psy- 
chopathological manifestations because of the basic varia- 
tion in personality patterns. In the presence of both stress 
and hormonal imbalance, no symptoms may develop if a 
personality is stable. It is emphasized that disturbed en- 
docrine function is only one of several factors that may 
contribute to impaired adaptation and breakdown. 

Because of the intimate relationship that exists between 
neuronal activity of the brain and the pituitary (mediated 
through the hypothalamus), emotional disturbances can 
influence the entire endocrine system of the body. Specific 
endocrine disturbances are presumed to have a genetic 
basis. 

Cases of mental illness associated with hypothyroidism 
are described in which dramatic recovery followed the ad- 
ministration of thyroid medication. It is suggested that neg- 
ative results described by others were the result of treating 
heterogeneous groups of patients with thyroid medication 
rather than just those with proved hypothyroidism. Failure 
to improve patients with psychotherapy is believed at times 
to be the result of some unrecognized and untreated en- 
docrine abnormality. In other articles, it is pointed out, that 
endocrine unbalance may exist in the absence of any clin- 
ically manifest signs and can be detected only by careful 
systematic investigation and that endocrine disturbances 
are frequently present in juvenile and many other types of 
emotional disorders. 

In general, the book provides an excellent summary of 
current thinking of those who are studying psycho-endocrine 
interrelationships. However, in evaluating the dramatic re- 
sults which are attributed to endocrine treatment, it is im- 
portant to remember that many subtle forces operate in any 
kind of treatment of patients with emotional disorders and 
there is need for caution and conservatism in evaluating the 
results of any kind of treatment. 

Norman Q. Britt, M.D. 
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LIPIDOSES—Diseases of the Intracellular Lipid Metabo- 
lism—Third Edition, Revised and Enlarged—Siegfried J. 
Thannhauser, M.D., Ph.D.; Hon. M.D., Universities of 
Freiburg, Munich, Dusseldorf; Clinical Professor of Med- 
icine Emeritus, Tufts College Medical School, Boston; 
Consulting Physician, Pratt Diagnostic Hospital, New 
England Medical Center, Boston; Formerly Professor of 
Medicine and Chief of University Hospital, Freiburg. 
Grune & Stratton, New York, 1958. 600 pages, $19.75. 


This is the third edition of Thannhauser’s famous book 
on Intracellular Lipid Metabolism. It is a highly detailed 
and exhaustive account of the subject and each chapter is 
followed by a most extensive bibliography. Thannhauser 
was one of the first to appreciate the importance of diseases 
of Lipid Metabolism and the book is an authoritative ac- 
count by a master in the field. Eight years have elapsed 
since the second edition and Thannhauser has carefully 
reviewed and supplemented the old edition by the wealth 
of new contributions. The chapter on the chemistry of lipids 
has been considerably extended and there is now consider- 
able discussion of Familial Hyperlipemia. The literature on 
the chemistry and clinical findings of Gaucher’s Disease and 
Niemann-Pick’s Disease is critically evaluated and clinical 
descriptions are added. The motif of Thannhauser’s new 
edition is quite apt in which he states “rare metabolic dis- 


” 


orders provide a peep-hole into the workings of nature! 


The format of the book is divided into five parts: The 
physiology and chemistry of Lipid Metabolism, Hyper- 
lipemia, Xanthomatosis, Gaucher’s Disease, and Niemann- 
Pick’s Disease. There is also a supplement on Infantile 
Amaurotic Idiocy and Gargoylism. In the various chapters 
an attempt is made to integrate clinical cases with patho- 
logical findings and biochemical abnormalities. Well over a 
hundred illustrations clarify the material and add to a 
rounded discussion. 


In looking over the literature it is quite striking that 
Thannhauser’s publications on cholesterol date in the mid 
twenties: His original discussion of Xanthomatosis diseases 
in 1938, his early monograph on Lipidoses from 1940, and 
so the current volume 1958 extends his continuing in‘erest 
in this important field of diseases well over a span of thirty 
years. 


This book can be highly recommended as an authoritative 
account of a most important group of diseases by one of the 
leaders and early authorities in the field. 


Maurice Soxotow, M.D. 
* aK Ed 


THE PHYSICIAN AND GROUP PRACTICE—Edited by 
Edwin P. Jordan, M.D., Executive Director American As- 
sociation of Medical Clinics, Charlottesville, Virginia. The 
Year Book Publishers, Inc., 200 E. Illinois St., Chicago, 
Illinois, 1958. 238 pages, $6.75. 


Within a few years many physicians will be practicing in 
some sort of group. The authors and publishers of this book 
have performed a useful service by bringing together much 
practical information about group practice in a handy small 


book. 


The principal types of groups and the various commonly 
employed internal structures are described. In addition, con- 
siderable attention is paid to the problems of management 
and the distribution of income. At no place in the book is 
there any organized discussion of the problems—profes- 
sional, emotional, and financial—which may arise during the 
operation of a group. This would seem to be a most serious 
omission. 

This book will be of greatest value and interest to the 
young physician who is about to enter practice. He will 
surely be considering group practice and valuable back- 
ground information is available here in capsule form which 
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will permit him to make his decisions more securely. It will 
be of less assistance to those who either wish to organize a 
group or to obtain assistance in regard to problems that have 
arisen in an existing organization. The essays lack detail 
and are insufficiently critical and frank to be of help under 
the latter circumstances. 


* * * 


CARDIOVASCULAR SOUND—In Health and Disease— 
Victor A. McKusick, M.D., Associate Professor of Medi- 
cine, The Johns Hopkins University School of Medicine; 
Physician, The Johns Hopkins Hospital. The Williams & 
Wilkins Company, Baltimore 2, Maryland, 1958. 570 pages, 
$15.00. 


This book is a monumental contribution to the subject 
and attempts to be encyclopedic in scope. It is a compre- 
hensive treatise introduced by historical survey and illus- 
trated mainly by sound spectograms which the author calls 
“spectral phonocardiograms” and supplemented by an ex- 
tensive bibliography. The historical survey is one of the 
most complete of which this reviewer is aware and by itself 
is a noteworthy contribution to the subject. The discussion 
of the nature of sound and the technical material is ex- 
tremely well presented and shows real competence in elec- 
tronics. 

After tracing the historical background of cardiovascular 
sound and the means of detecting it Dr. McKusick concen- 
trates exclusively on the new method of spectral phono- 
cardiography. This method takes as its premise that a par- 
ticular cardiac disorder will produce a distinctive sound. 
The spectral phonocardiograph records the frequency or 
combination of frequencies of a particular sound and plots 
it against time. The many illustrations in the text are in- 
structive but do not convince the reviewer that Dr. McKusick 
has proved that spectral phonocardiograms are superior to 
ordinary phonocardiograms. It is true that the spectral pho- 
nocardiogram defines the precise frequency of each sound, 
but the background disturbance and the duration of the 
sounds are not as clearly defined. 


Dr. McKusick makes the assumption that the method of 
spectral phonocardiography is easily available and is well 
on its way to becoming a routine clinical tool. However a 
section on the technical appendix page 499, paragraph 2, 
more accurately states the present stage of development of 
the spectral phonocardiograph, quote, “one unified, easily 
operated, let alone commercially feasible, instrument has 
not yet evolved.” This statement would seem to evaluate 
the present method in contradistinction to the main body 
of the text. It further excludes its use as a routine clinical 
tool although it in no way limits its use as a valuable re- 
search tool. Furthermore, a discussion of normal heart 
sounds presented by spectral phonocardiograms was not 
included in the book. 


One criticism that the practicing physician will find is 
that the book is so encyclopedic in scope that it is somewhat 
difficult to find individual items and their clinical signifi- 
cance, For example, in the discussion on aortic stenosis the 
clinical significance of the presence or absence of the ejec- 
tion ‘systolic click, the intensity of the aortic second sound 
and the duration and intensity of the systolic murmur are 
not clearly defined. These may be considered minor criti- 
cisms because after one becomes familiar with the book one 
finds a fabulous array of information. The book is very ex- 
tensively illustrated, there being 494 figures, the bibliog- 
raphy is likewise extensive, there being 1607 references. 

This is a most notable piece of work and the author is to 
be congratulated on it. It is indeed unfortunate that he did 
not include ordinary phonocardiograms so that the reader 
could decide for himself which was more helpful to him. 


Maurice Soxotow, M.D. 
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MEDULLOBLASTOMA—Benjamin L. Crue, Jr., Lt. 
Cmdr., MC, USN, Neurosurgical Service U. S. Naval Hos- 
pital, San Diego, California. Charles C. Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, Illinois, 1958. 
206 pages, $5.75. 


Although at first glance one might be of the impression 
that a monograph dealing with a single neoplasm of the 
relative rarity of medulloblastoma would be of interest only 
to the neurologist and neurosurgeon, this book presents this 
condition against a background of neoplasia in general in 
an interesting and informative manner. It can thus be read 
with profit by all physicians. In addition, it forms an au- 
thoritative source for detailed knowledge of the brain tumor 
which gives it its title. 

Henry Newman, M.D. 


* * * 


PRACTICAL DERMATOLOGY—Second Edition—George 
M. Lewis, M.D., F.A.C.P., Professor of Clinical Medicine 
(Dermatology), Cornell University Medical College; At- 
tending Dermatologist, The New York Hospital. W. B. 
Saunders Company, Philadelphia, 1959. 363 pages, $8.00. 


‘The second edition of “Practical Dermatology” by George 
Lewis has been increased to 350 pages. It deals thoroughly 
with the common dermatoses and emphasizes, as in the first 
edition, differential diagnoses. 

Dr. Lewis is an experienced teacher, and a lucid writer, 
and he has sensed the need of those who are interested in 
dermatology but who are not specialists in it. This is a 
highly useful book for the general doctor and is recom- 
mended reading for the medical students. Of extreme prac- 
tical value to the practicing doctor is a dermatologic formu- 
lary. In 17 pages, Lewis has listed and described almost all 
of the drugs useful in the treatment of the common skin 
lesions. 

This book is to be recommended for its clarity, its accu- 
racy and its usefulness as a quick source of reference. 


Eucene M. Farner, M.D. 


* * * 


GENERAL UROLOGY—Second Edition—Donald R. 
Smith, M.D., Clinical Professor of Urology and Chairman 
of the Department of Urology, University of California 
School of Medicine, San Francisco; Consulting Urologist, 
San Francisco Hospital, Consulting Surgeon (Urology), 
Veterans Hospital, San Francisco; Chief of the Depart- 
ment of Urology, St. Luke’s Hospital, San Francisco. 
Lange Medical Publications, Los Altos, 1959. 328 pages, 
$4.50. 


This excellent small textbook of basic urology by the 
chairman of the department of urology of the University 
of California Medical School is the revised second edition 
of a volume which first appeared only two years ago. This 
early revision, together with the announcement of a Span- 
ish edition as well, is a good recommendation for the quality 
of the book. 

It is not intended to be an exhaustive treatise on urology, 
but is designed primarily for the student and general prac- 
titioner, It is, however, somewhat more complete than some 
similar texts in the same field produced in the last few 
years, and it contains much useful material. The presenta- 
tion is unusually good, the writing is concise and accurate, 
and the book is well outlined and easy to read. The new 
edition contains some changes, mostly concerning newer 
developments, but the over-all size is unchanged. 

The volume appears again in the same form as in the 
first edition. It is lithographed, rather than printed, and the 
type is small, though clear and reasonably easy to read. The 
paper is somewhat less than usual book quality, which de- 
tracts a little from the quality of reproduction of the illus- 
trations. However, these are improved in this edition, are 
well selected and entirely adequate. The binding of heavy 
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paper gives the book a rather semi-permanent form, suitable 
especially for the student or the occasional reader. This is 
presumably an effort to reduce the expense of production, 
a worthy ambition in these days of ever-increasing costs. 

For the student or the physician looking for a clear con- 
densed exposition of the fundamental principles and prob- 
lems of urology, this will be an excellent guide. Indeed it is 
somewhat more than this, for it contains numerous impor- 
tant points valuable in the diagnosis and treatment of genito- 
urinary disorders. It also includes a brief discussion of 
practically the whole field, including some conditions usu- 
ally known only to the specialist. An interesting final chap- 
ter is on psychosomatic urologic syndromes. Any doctor can 
easily afford the book and it is highly recommended. 


Lyte G. Craic, M.D. 


% * * 


LESIONS OF THE LOWER BOWEL—Raymond J. 
Jackman, M.D., M.S. in Proctology, Section of Proctology, 
Mayo Clinic, and Associate Professor of Proctology, Mayo 
Foundation, Graduate School University of Minnesota, 
Rochester, Minnesota. Charles C. Thomas, Publisher, 
Springfield, Illinois. 347 pages, $15.00. 


This new volume presents a fresh approach to the task of 
diagnosis of lesions of the lower bowel. It is an exception- 
ally complete and well integrated correlation of diagnostic 
and clinical features, employing color photographs and con- 
cise text. The wealth of material available to the author 
makes for completeness and long experience in teaching 
graduate students in the field of proctology makes for con- 
ciseness, The author not only presents the subject matter 
from an objective standpoint but frequently introduces his 
personal viewpoints and experience into the discussion. Em- 
phasis throughout is upon diagnosis. Treatment is merely 
touched upon. A color atlas in the center of the book pro- 
vides 75 endoscopic views of common and rare lesions rang- 
ing from chronic ulcerative colitis in its various stages to 
inverted diverticulum and pneumatosis cystoides intestinalis. 
Abundant drawings depict various techniques, intramural 
and extrinsic lesions. 

This is primarily a picture book, but several chapters of 
the text deserve special mention. The sections on intramural 
tumors and extrinsic invasions of the lower bowel are good. 
The differential diagnosis of retrorectal, rectovesical, extra- 
rectal masses and lesions of the cul-de-sac is well done. A 
chapter is devoted to unusual presacral or retrorectal tumors 
with an analysis of the type and differential diagnosis. The 
use of the Silverman needle for transrectal biopsy of intra- 
mural and extrinsic lesions is discussed with indications and 
precautions. This is a valuable and simple diagnostic aid 
where properly used and deserves added recognition. A short 
chapter about granulomas of the rectum groups the granu- 
lomata together regardless of etiology for purposes of dif- 
ferential diagnosis. An interesting discussion devoted to 
the nonsurgical management of anal incontinence will be 
of value to the surgeon. A timely discussion of the physi- 
ology of the large bowel by Dr. J. R. Hill summarizes the 
literature on this neglected subject. 

The book, excellent as it is, could be improved if more 
pictures and text were devoted to malformations of the 
rectum with associated fistulas and other aspects of pedi- 
atric proctology. Chapter headings should be carried at the 
top of each page for easier reference. 

This volume is outstanding because of its fresh approach, 
abundant endoscopic color photographs and completeness. 
The type throughout is very legible. Text and captions are 
clear, concise and informative. It is authoritative and will 
provide ready reference and stimulating knowledge to every 
physician concerned with diagnosis of lesions of the lower 


bowel. 
M. D. Reppine, M.D. 
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ANTIBIOTICS ANNUAL—1958-1959—Edited by Henry 
Welch, Ph.D., and Felix Marti-Ibanez, M.D. Medical En- 
cyclopedia, Inc., 30 East 60th Street, New York 22, N. Y., 
1959. 1107 pages, $12.00. 


The papers of the Annual Antibiotics Conference which 
is held in Washington in the fall appear each year in a fat 
book of which this is the most recent. Many observers be- 
lieve that the sponsors of this meeting exercise no critique 
whatever in the selection of material to be presented be- 
fore the conference. Inspection of these reports confirms 
this point of view. A considerable number of the papers are 
exceedingly trivial and uncritical. A few offer significant 
observations bearing on either fundamental or practical 
aspects of antimicrobial therapy. 

Every specialist in the field of infectious disease must 
have these Antibiotic Annuals at hand. An unsatisfying 
yearly chore is the winnowing of the small amount of wheat 
from the immense amount of chaff. This task requires expert 
knowledge. The practicing physician should shun these 
books lest he acquire more misinformation than useful new 


knowledge. 
x * ® 


REHABILITATION IN INDUSTRY—Donald A. Covalt, 
M.D., Professor, Department of Physical Medicine and Re- 
habilitation, New York University College of Medicine; 
Associate Director, Institute of Physical Medicine and 
Rehabilitation, New York University, Bellevue Medical 
Center. Grune & Stratton, Inc., New York, N. Y., 1958. 
154 pages, $6.00. 


This book consists of eleven chapters, each chapter is 
written by a different author or authors. The book is edited 
by Donald A. Covalt, M.D., with a foreword by Howard A. 
Rusk, M.D. The authors discuss such subjects as rehabili- 
tation in peripheral vascular disease, soft tissue injury, frac- 
ture rehabilitation, amputations, peripheral nerve lesions, 
management of patients with spinal cord injuries, head in- 
juries, back injuries, industrial hand injuries, and a final 
chapter on vocational placement of disabled workers. 

The book is of particular interest to those in the field of 
rehabilitation which would include physical therapists, oc- 
cupational therapists, social workers, vocational counselors, 
and psychiatrists. 

W. H. Nortuway, M.D. 


* * * 


SURGERY OF THE PROSTATE—Henry M. Weyrauch, 
M.D., F.A.C.S., Clinical Professor of Surgery (Urology); 
Chief, Division of Urology, Stanford University School of 
Medicine. W. B. Saunders Company, Philadelphia, 1959. 
535 pages, $15.00. 


This volume is written by the chief of the division of 
urology of the Stanford University School of Medicine on 
what has been for years one of the most controversial sub- 
jects in urology. It is a tremendously complete and valuable 
work, and a must for every urological surgeon. Nothing ap- 
proaching it in scope and in detail has previously appeared. 

It is an exhaustive consideration of the entire subject. 
There are introductory chapters on the history of the sev- 
eral operations and on the enatomy and pathology of the 
prostate. This is followed by discussions of the diagnosis, 
the indications for operation and the choice of procedure, 
the preparation of the patient, and the selection of the anes- 
thetic. Following the chapters on the technique of the vari- 
ous operations, the longest chapter in the book is on “Post- 
operative Care and the Treatment of Complications.” This 
is a gem. 

The author’s exposition of the different approaches to the 
prostate and types of procedure is singularly free from any 
apparent prejudice, and he gives the advantages and dis- 
advantages of each operation with equal clarity and candor. 
This is admirable, in view vf the fact that for so many 
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years such acrimonious arguments have arisen between the 
exponents of the different operations. Even recent publica- 
tions nearly always show a prejudice, sometimes even un- 
conscious, for the method which the author has found most 
satisfactory in his own hands. 

The technique of the different operations on the pros- 
tate, with numerous variations, is described in meticulous 
detail, emphasizing those features which the author feels 
may mark the difference between success and failure, be- 
tween a placid or stormy convalescence. Some of these 
pearls may be valuable suggestions even to the most expe- 
rienced prostatic surgeon. While the captious critic may 
consider some of them unnecessary or even ill-advised, they 
are all worthy of thought, even by the surgeon whose expe- 
rience leads him to prefer to make his own decisions. 

While primarily of interest to the man actively concerned 
with the surgery of the prostate personally, the book con- 
tains so much fundamental information, and is so well pre- 
sented, that it should be available also to students, interns, 
and physicians, all of whom can get from it a much needed 
breadth of understanding of the problems of prostatism. It 
is a wonderfully fine book. 

Lyte G. Craic, M.D. 


* * * 


TEXTBOOK OF SURGERY—Third Edition—Edited by 
H. Fred Moseley, M.A., D.M., M.Ch. (Oxon.), F.A.C.S., 
F.R.C.S. (Eng.), F.R.C.S. (C); Assistant Professor of Sur- 
gery, McGill University; Associate Surgeon, Royal Victoria 
Hospital, Montreal, Canada The C. V. Mosby Company, 
St. Louis, Missouri, 1959. 1336 pages, $17.00. 


This is the third edition of Moseley’s Textbook of Sur- 
gery. The textbook has the unique feature of being illus- 
trated with the drawings by Dr. Netter. 

Dr. Moseley has in effect edited the book and it consists 
of 43 chapters by 20 or more different authors. 

This book is a student textbook of surgery. It will also be 
valuable to general practitioners. It is not a book for spe- 
cialists. The material is carefully integrated and selected. 
An effort has been made to include the rapidly advancing 
specialties of surgery and to bring the reader up-to-date in 
the fields of chemotherapy, anticoagulants and improved 
surgical techniques in the cardiac and pulmonary fields. 
Pediatric surgery is included. Sections on urology, endocrine 
surgery and orthopedics are also good for a general surgical 
textbook. 

The book is smaller than Allen’s textbook or Christo- 
pher’s textbook and is somewhat simpler to read and follow. 
The drawings are beautifully done and it is a simpler text 
for the student than either of the other two. However, the 
amount of information contained within it is not nearly as 
complete as in the other two textbooks of surgery. 

It is recommended for the student who wants to rapidly 
get a general surgical knowledge and background without 
feeling that he will progress into a surgical specialty in his 
residency years, It is also recommended for general practi- 
tioners. 

Victor Ricuarps, M.D. 


* * * 


PRINCIPLES OF INTERNAL MEDICINE—Third Edi- 
tion—Editors: T. R. Harrison, Raymond D. Adams, Ivan 
L. Bennett, Jr., William H. Resnik, George W. Thorn, 
M. M. Wintrobe. The Blakiston Division, McGraw-Hill 
Book Company, Inc., New York, 1958. 1782 pages, plus 57 
pages of index, $18.50. 


The publication of the first edition of this massive Prin- 
ciples of Internal Medicine in 1950 marked a milestone in 
medical textbooks. It attempted, and in considerable de- 
gree succeeded in applying the basic sciences to clinical 
medicine in the same fashion that they are taught to the 
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present-day student between his second and fourth years of 
medical school. 

The present volume continues with the same general ar- 
rangement. After an introductory Approach to the Patient, 
there follow: II. Cardinal Manifestations of Disease. III. 
Biological Considerations. IV. Metabolic and Endocrine Dis- 
orders. V. Disorders Due to Chemical and Physical Agents. 
VI. Diseases Due to Biological Agents. VII. Diseases Asso- 
ciated with Reactions to Stress and to Antigenic Substances. 
VIII. Diseases of Organ Systems. IX. Care of the Patient. 

For the third edition the book has been reset completely. 
In Part II, Cardinal Manifestations of Disease, the section 
dealing with disorders of cardiac and pulmonary function 
has been rewritten; the section on Disorders of Nervous 
Function has been expanded. Part III, on Biological Con- 
siderations, includes topics considered under Physiological 
Considerations in the first edition. Extensive revision has 
also been carried out in the parts dealing with specific dis- 
orders. There are new chapters on heritable disorders of 
connective tissue and on dermatology. The organization of 
the remainder of the book is not materially changed except 
that general and special problems dealing with the care of 
the patient have been placed at the end, just ahead of the 
appendix of normal laboratory values. 

If there is one weakness in this book, it is in the consid- 
eration of therapy. In general, treatment is discussed in 
broad terms in relation to etiological and biological consid- 
eration. Sometimes specific measures such as pharmacother- 
apy are spelled out and sometimes they are not. 

The 1800 pages of this volume are loaded with modern 
medical information. There is a complete index. Short bibli- 
ographies are found at the end of each subject. Few books 
can be recommended without hesitation for the library of 
every physician and student, but this is one. 


Epcar Waysurn, M.D. 


a * * 


MANUAL OF DIFFERENTIAL DIAGNOSIS—William 
C. Matousek, M.D., Chief, Medical Service, Veterans Ad- 
ministration Hospital, Miles City, Montana. The Year 
Book Publishers, Inc., 200 E. Illinois St., Chicago, 11, 
1959. 352 pages, $8.00. 


This is a small volume of 352 pages. In it are discussed 
the differential diagnoses of some 74 symptom-sign com- 
plexes. At the beginning of each discussion the contents are 
epitomized in a clearly outlined list of the syndromes to 
be taken up. The references given are few but authoritative. 

This book is on a practical, clinical, superficial level, It 
can aid the student as a quick, ready on-the-spot reference. 
For deeper analysis, he must look farther. 


Epcar Waysurn, M.D. 


* * * 


INVESTIGATION OF THE RELATIVE FUNCTION 
OF THE RIGHT AND LEFT LUNG BY BRONCHOSPI- 
ROMETRY, THE—Technique, Physiology and Application 
—Frank Bergan, M.D., Staff Surgeon Oslo City Hospitals, 
Surg. Dept. III Ullevaal. Lecturer in Clinical Surgery, 
University of Oslo. Grune & Stratton, New York, 1958. 
145 pages, $4.50. 


This is as fine a treatise on bronchospirometry as the re- 
viewer has seen. Beginning with the concise history of the 
development of bronchospirometry, Dr. Bergan follows with 
a detailed and careful description of the technique in use 
at Unit III of Ullevaal Hospital and concludes with a discus- 
sion of the value and uses of the method in various diagnos- 
tic and treatment problems. He is a surgeon, and his view- 
point is primarily clinical rather than academic. He says: 

“The purely clinical method of judging the total and par- 
tial function of each lung is not to be underestimated. The 
case history, x-ray examinations with a series of films show- 
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ing the development of the disease, movement of the dia- 
phragm and the ribs, and clinical assessment of the pa- 
tient’s reaction to a work-load, give a valuable basis for 
judgment and must never be neglected. Clinical judgment 
will be more certain when it can be checked by technical 
investigations which give reliable results.” 

The practical problems encountered in using the method 
of bronchospirometry, together with the necessity for a care- 
ful technique and for a complete mucosal anesthesia, are 
emphasized. While most of the 300-odd patients whose ex- 
aminations form the basis for this treatise, are suffering 
from tuberculosis, and there appears to be some bias in 
favor of the Semb thoracoplasty as a method of treatment, 
these facts do not in the least detract from the value of the 
book. It is recommended to all who are interested in using 
bronchospirometry as a method of clinical investigation and 
makes thought-provoking reading for the thoracic surgeon. 


Josep L, Rosinson, M.D. 


* * * 


HISTORY OF OPHTHALMOLOGY, A (MD Monographs 
on Medical History, Number Three)—George E. Arring- 
ton, Jr., M.D., Associate in Ophthalmology, Medical Col- 
lege of Virginia; Attending Ophthalmologist, Medical Col- 
lege of Virginia Hospital; Richmond Eye Hospital, Retreat 
for the Sick Hospital, and the Richmond Memorial Hos- 
pital of Richmond, Richmond, Virginia. Foreword by Felix 
Marti-Ibanez, M.D., Professor and Director of the Depart- 
ment of the History of Medicine, New York Medical Col- 
lege, Flower & Fifth Avenue Hospitals. MD Publications, 
Inc., 30 East 60th Street, New York 22, N. Y., 1959. 174 
pages, $4.00. 


This book is well written beginning with ophthalmology 
at the dawn of history and the influence of the various civi- 
lizations and their spokesmen, ending with our present-day 
concepts. 

The average ophthalmologist has very little knowledge of 


the development of this specialty which seemed to begin 
with the Code of Hammurabi in 1900 B.C. 

This book provides an informative, but unusual approach 
to ophthalmology and should be read to gain a broad view 
of the specialty. 


Atrrep R. Rossins, M.D. 


* * * 


DIAGNOSTIC ANATOMY—Weston D. Gardner, M.D., 
Associate Professor of Anatomy, Marquette University 
School of Medicine; Director of Medical Education, Evan- 
gelical Deaconess Hospital, Milwaukee, Wisconsin. The 
Cc. V. Mosby Co., 1958. 376 pages, $10.00. 


Anatomy is one of the first subjects studied in detail by 
the medical student, and consequently one of the first rele- 
gated to memory’s limbo. It is recalled to all in the course 
in physical diagnosis and becomes an integral part of the 
knowledge of doctors who study surgery, pathology or 
radiology. But the great body of information which must be 
gathered by all students of medicine tends to submerge and 
obscure the facts about normal human morphology. 

This book is written for the nonsurgical practitioner. Its 
objective is to correlate the physical examination of the 
patient with the anatomic features of the body. To this end 
it is an applied anatomy which uses the terminology of the 
physician rather than that of the pure anatomist. There 
are 20 diagrammatic drawings, done by the author, which 
illustrate rather strikingly different features of applied 
anatomy. 

Dr. Gardner has done a good job of correlating basic 
anatomy with the everyday physical examination. His book 
can be useful for the clinician’s review or reference and 
equally valuable to the teacher or student in physical 
diagnosis. 

Epear Waysurn, M.D. 
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READINGS IN PSYCHOANALYTIC PSYCHOLOGY— 
Edited by Morton Levitt, Ph.D., Associate Professor of 
Psychiatry and Assistant Dean, Wayne State University 
College of Medicine, Detroit, Michigan. Appleton-Century- 
Crofts, Inc., New York, 1959. 413 pages, $8.50. 


In this remarkably rich volume, the author has collected 
a series of papers and essays covering many facets of 
psychoanalysis as a theoretical system, as a technical ap- 
proach, and as a scientific and philosophical force in our 
society. 

The contributors to this book are literally a “Who’s 
Who” of psychoanalysis, each writing on an aspect of the 
field in which he has made significant contributions, The 
volume ranges from the metapsychology of infantile sexuality 
by an outstanding child psychoanalyst to the relationship 
between Freud and literature by Professor Lionel Trilling, 
one of the country’s foremost literary critics. Some of the 
contributions have appeared previously in the psychiatric 
and psychoanalytic literature, and others are original essays. 
Additional dividends available from this valuable book are 
the excellent collections of bibliography at the end of each 
contribution. 

These “Readings” will be of inestimable value to the 
serious student of behavioral sciences who may wish a 
comprehensive review of psychoanalysis, although one could 
hardly consider this a truly introductory volume. It most 
certainly belongs on the bookshelf of every psychiatrist, 
and will be found very helpful to the physician in psycho- 
analytic training. Since most of the authors seem to have 
written with the assumption of some psychoanalytic knowl- 
edge on the part of their readers, it would seem doubtful 
that the nonspecialist in psychiatry would find the volume 
useful. Those physicians who have participated in the 
recent reawakening of interest in the philosophy of science, 
however, would find much stimulation in some of these 
essays. 


H. R. Brickman, M.D. 


* * ae 


TREATMENT OF DIABETES MELLITUS—Tenth Edi- 
tion, Revised, Illustrated—Elliot P. Joslin, M.D., Howard 
Root, M.D., Priscilla White, M.D., and Alexander Marble, 
M.D. Lea & Febiger, Philadelphia, 1959. 798 pages, $16.50. 


In 1916 at the age of 47 Dr. Joslin wrote the first edition 
of Treatment of Diabetes Mellitus. Now, some 43 years 
later, his masterpiece is in its tenth edition and despite 
the help of three co-authors and seven other contributors, 
still the most entertaining portions are those written by the 
original author. 

This is truly an encyclopedia of diabetes and in its 
798 pages, and many thousand references, the subject is 
covered thoroughly. For instance, nocturnal diarrhea is well 
covered’ and the incidence of diabetes among the Eskimos 
of the far north occupies one full page. The experience of 
the Joslin Group in their chosen field is indeed fantastic; 
some 52,560 patients treated, 1,700 pregnant diabetics, over 
3,000 patients treated with oral hypoglycemic agents, and 
over 18,000 deaths. It is difficult for any individual, even 
with a wide experience in diabetes, to feel competent to 
contradict conclusions drawn from such imposing figures. 

Nevertheless I think there are certain criticisms of the 
book which are justified. (1) Despite its title the average 
doctor will have difficulty in obtaining information on how 
actually to treat the patient as he presents himself either in 
the office or hospital. The information is there all right but 
it is a little hard to obtain a clear, concise picture of proper 
treatment. (2) Careful editing could, I am sure, have 
shortened the book and still retained its comprehensive 
coverage. There is considerable duplication in different 
chapters by different authors. The descriptions of diseases 
occurring as independent complications of diabetes seem 
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unduly long, pernicious anemia, for-instance, requiring five 
pages. It seems a little incongruous that all the various dis- 
eases that can complicate diabetes are covered by two men 
when the problems peculiar to diabetes necessitate the 
effort of eleven men. 

Finally besides recommending this edition for encyclo- 
pedic coverage, I feel that the chapters written by Dr. 
Joslin himself give a very good insight into the problems 
of diabetes as he has seen them for some sixty years and 
are well worth reading in themselves. 

G..B. Rosson, M.D. 


* * * 


ATLAS OF NORMAL RADIOGRAPHIC ANATOMY— 
Second Edition—Isadore Meschan, M.A., M.D., Professor 
and Director, Department of Radiology, Bowman Gray 
School of Medicine of Wake Forest College, Winston- 
Salem, North Carolina; Consultant, Walter Reed Army 
Medical Center, Washington, D. C.; Formerly Professor 
and Head of the Department of Radiology, University of 
Arkansas School of Medicine. With the assistance of 
R. M. F. Farrer-Meschan, M.B., B.S. (Melbourne, Aus- 
tralia), M.D., Research Associate, Department of Radi- 
ology, Bowman Gray School of Medicine of Wake Forest 
College, Winston-Salem, North Carolina. W. B. Saunders 
Company, Philadelphia, 1959. 759 pages, $16.00. 


It has been said that the textbook most commonly con- 
sulted by radiologists is Gray’s Anatomy. It is certainly a 
daily practice in offices and departments of radiology, both 
diagnostic and therapeutic, to consult various anatomic texts. 
The present work supplements the standard texts in ad- 
mirable fashion. 

Following chapters dealing with the basic principles of 
radiography, radiation protection and osseous development, 
there is a series of chapters dealing with the various re- 
gional anatomic parts, Noteworthy is the up-to-date infor- 
mation on the segmental bronchi, in which standard infor- 
mation is supplemented by Lehman and Crellin’s excellent 
drawings. The material on pneumo-arthrography and con- 
trast angiography is well presented. Line drawings accom- 
pany most of the roentgenographic illustrations. The work 
is well printed and there is a good index. 

L. Henry Garvanp, M.B. 


* a * 


SURGERY OF THE SYMPATHETIC NERVOUS SYS- 
TEM—Third Edition—Professor Sir James Paterson Ross, 
K.C.V.0., LIAD., M.S., F.R.C.8S., F.R.A.C.S., F.A.C.8. 5 
Director of the Surgical Professorial Unit, St. Bartholo- 
mew’s Hospital, London. Williams & Wilkins Company, 
Baltimore 2, Maryland, 1958. 170 pages, $8.00. 


This book is heartily recommended to those interested in 
either the indications for, or the technical details of surgery 
of the sympathetic system. 

It is extremely well written and reads more as a novel 
than a scientific treatise. This edition of the book is timely 
in appearance since the indications and value of sympa- 
thectomy from a clinical standpoint have been somewhat 
lost sight of in this age of interest in hypotensive drugs, 
anticoagulants, and vascular surgery. Indications for sympa- 
thectomy certainly are not as numerous today because of 
these newer methods, but I am sure it would be well worth 
while for every internist to become acquainted with the 
indications for, and results of these operations, since there 
are many conditions remaining for which sympathectomy 
has much to offer the patient. 

The chapter on “Sympathectomy for Visceral Pain” 
should prove of extreme interest to those interested in 
cardiology. An excellent account is given of the pain path- 
ways associated with angina pectoris, and an interesting 
account of beneficial pain relief which can be obtained 
from a sympathetic block or sympathectomy in relief of 
anginal pain. 

C. Hunter SHELDEN, M.D. 
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